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EXECUTIVE  SUMMARY  AND  GUIDE 


Section  2176  of  the  Omnibus  Budget  Reconciliation  Act  of  1981  (PL  97-35),  was 
enacted  on  August  13,  1981.  It  grants  the  Secretary  of  the  U.S.  Department  of  Health  and 
Human  Services  authority  to  waive  existing  statutory  requirements  in  order  to  permit 
states  to  finance,  through  the  Medicaid  Program,  non-institutional  long-term  care  (LTC) 
services.  Only  services  for  Medicaid  eligible  individuals  who  would  otherwise  require 
nursing  home  placement  at  the  intermediate  care  facility  (ICF)  level  or  higher  can  be 
funded.  This  waiver  authority  constitutes  a  major  change  in  federal  Medicaid  long-term 
care  policies,  which  heretofore  have  been  heavily  biased  towards  institutional  services. 

The  new  waiver  authority  and  other  Medicaid  reforms  in  PL  97-35  gave  states 
greater  latitude  to  develop  cost  effective  programs,  and  were  intended  to  offset  the 
adverse  impact  of  reductions  in  federal  Medicaid  matching  funds  also  in  this  act.  The 
intent  of  the  waiver  authority  was  therefore  to  give  states  greater  flexibility  to 
community-based  delivery  systems  where  they  would  serve  as  a  more  cost-effective 
alternative  to  nursing  homes  for  those  in  need  of  long  term  care. 

Given  the  difficulties  encountered  in  previous  attempts  to  design  a  community- 
based  delivery  system  which  targets  services  on  those  who  would  actually  have  entered  a 
nursing  home,  this  new  waiver  authority  presented  states  not  only  an  excellent  opportun- 
ity to  experiment  with  alternative  approaches,  but  also  with  a  great  challenge.  States, 
driven  by  the  pressing  need  to  develop  solutions  to  the  nation's  growing  long-term  care 
problem,  have  responded  to  this  challenge.  As  of  the  beginning  of  July  1983,  44  states  had 
submitted  86  waiver  applications  of  which  45  waivers  from  35  states  had  been  approved,  5 
had  been  withdrawn,  30  were  pending,  and  only  6  had  been  denied.  In  general,  the  states 
have  been  cautious  in  their  development  of  these  programs,  so  that  they  can  learn  from 
experience  gained  with  their  experimental  structures. 

This  paper  presents  an  analysis  of  state  responses  to  the  program.  It  is  based  upon  a 
review  of  waiver  applications  and  interviews  with  state  personnel  from  the  states  that  had 
received  approval  for  their  programs  as  of  February  15,  1983,  the  cutoff  date  established 
for  this  study.  Twenty-six  of  thirty-five  states  currently  with  approved  waivers  received 
approval  before  this  date  and  are  therefore  included  in  this  analysis. 

In  developing  their  waiver  programs,  states  faced  many  important  decisions,  each 
having  the  potential  to  significantly  impact  upon  ultimate  cost-effectiveness  of  the 
program.  Therefore,  this  report  analyzes  the  major  decisions  states  had  to  face  in  four 
areas:  the  population  to  be  covered,  the  services  to  be  provided,  and  the  assessment  and 
case  management  approaches  to  be  employed.  The  report  describes  the  alternatives 
available,  and  attempts  to  explain  some  of  the  differences  and  similarities  across  state 
responses.  To  a  limited  extent,  the  advantages  and  disadvantages  of  certain  approaches 
are  also  discussed.  The  paper  concludes  with  a  discussion  of  some  next  steps  that  both 
federal  and  state  governments  might  want  to  consider  regarding  the  program. 

Because  the  paper  provides  more  detail  than  some  readers  may  need,  the  major 
points  addressed  in  the  paper  are  summarized  below. 

A.      POPULATIONS  TO  BE  SERVED 

1.      States  have  targeted  their  programs  on  a  variety  of  vulnerable  populations 

States  have  the  ability  to  serve  any  or  all  of  the  following  groups  under  its  waiver 
program:   the  aged  and  the  physicially  disabled,  the  mentally  retarded,  or  the  mentally  ill. 
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The  group  that  is  most  often  targeted  to  be  served  by  the  waiver  is  the  aged  and  the 
physically  disabled.  Seventy-three  percent  of  the  states  (19)  plan  to  serve  that  group. 
Almost  62%  of  the  states  (16)  plan  to  serve  the  mentally  retarded  and  developmentally 
disabled  population.  Only  15%  (4  states)  plan  to  serve  the  mentally  ill  under  the  waiver 
program. 

Unique  state  events  were  important  in  determining  whether  or  not  a  state  requested 
a  waiver  for  a  particular  target  group.  Legislative  mandates,  court  orders,  fiscal  crises, 
and  moratoriums  on  the  construction  of  new  nursing  home  beds  were  some  of  the  more 
common  reasons  state  personnel  gave  for  developing  particular  waivers.  (See  page  11 
through  14.) 

2.  Waivers  Provide  States  with  a  Wide  Variety  of  Options  for  Targeting  and 
Controlling  the  Size  of  the  Population  Served 

One  of  the  major  advantages  of  this  program  for  the  states  is  that  the  legislation 
provides  a  number  of  ways  in  which  the  states  can  control  the  size  and  cost  of  the 
program.  States  may  choose  not  to  offer  the  program  statewide,  as  they  are  normally 
required  to  do  in  the  Medicaid  program.  All  but  two  of  the  26  states  requested  the  right 
not  to  go  statewide.  Six  states  are  initially  limiting  their  programs  for  the  aged/ disabled 
to  persons  either  living  in  a  hospital  while  awaiting  nursing  home  placement,  or  residing  in 
a  nursing  home.  States  are  also  free  to  offer  differing  services  to  different  target  groups. 
Only  two  states  did  not  specifically  request  a  waiver  of  comparability.  States  are  also 
permitted  to  deny  services  to  clients  for  whom  community-based  care  would  be  more 
costly  than  institutional  care.  Only  four  states  did  not  request  this  authority. 

By  being  able  to  limit  the  size  and  cost  of  the  programs  through  the  use  of  these 
provisions,  states  are  able  to  experiment  with  new  programs  while  reducing  the  fear  of 
run-away  costs.  This  is  especially  important  with  regard  to  home-  and  community-  based 
programs  for  elderly  people,  an  area  in  which  many  states  have  had  relatively  little 
experience.  Several  programs  for  mentally  retarded  people  use  these  provisions  to 
deinstitutionalize  people  in  a  particular  institution  or  group  of  institutions. 

There  are  at  least  two  provisions  in  current  Medicaid  law  which  create  financial 
disincentives  to  deinstitutionalization.  States  are  permitted  to  establish  income  and 
resource  standards  for  institutionalized  recipients  that  are  higher  than  those  for  individu- 
als. In  most  states,  parents'  (or  spouse's)  income  is  not  considered  available  ("deemed")  to 
the  institutionalized  child  (or  spouse)  after  the  first  full  month  in  the  institution.  Because 
these  provisions  apply  only  to  institutionalized  persons,  deinstitutionalization  can  result  in 
the  loss  of  Medicaid  benefits.  Under  this  waiver,  states  are  free  to  choose  to  determine 
eligibility  of  clients  for  community-based  care  using  the  same  income  standard  for 
institutionalized  persons.  With  respect  to  the  higher  income  standard,  12  states  have 
included  this  option  in  their  applications,  although  several  states  later  decided  not  to 
actually  implement  the  higher  standard.  Eight  states  have  requested  authority  to  waive 
the  deeming  rule.  Many  of  the  states  that  did  not  request  the  right  to  compute  eligibility 
based  on  the  higher  income  standard  have  medically  needy  programs  and  do  not  need  this 
extra  flexibility.  Generally,  the  states  that  did  not  request  the  deeming  waiver  lacked 
sufficient  knowledge  from  any  experiments  to  know  if  the  increased  demand  might  result 
in  substantially  higher  total  costs.  (See  page  15  through  21.) 

3.  Programs  for  Mentally  Retarded  People  Stress  Deinstitutionalization,  Whereas 
Programs  for  Aged/Disabled  People  Stress  Diversion  of  Nursing  Home  Admissions 

In  an  attempt  to  control  costs,  the  statute  requires  that  states  initially  provide 
assurances  that  per  capita  program  costs  will  not  increase  as  a  result  of  the  waiver.  In 
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implementing  this  provision,  HCFA  developed  a  cost  formula  to  be  completed  by  states 
applying  for  waivers  which  also  requires  that  total  program  expenditures  not  increase  with 
the  waiver. 

In  order  for  the  cost  formula  to  show  no  increase  in  expenditures,  a  state  must  show 
in  its  waiver  application  that  it  plans  to  have  fewer  recipient  days  in  institutions  under 
the  waiver  than  they  would  otherwise  have  had.  They  may  accomplish  this  by 
deinstitutionalizing  clients  who  are  already  residing  in  institutions  or  they  may  divert 
clients  who  are  preparing  to  enter  institutions.  With  the  exception  of  Oregon,  which  plans 
to  deinstitutionalize  a  substantial  number  of  nursing  home  residents,  all  programs  for 
aged/disabled  people  are  based  on  plans  to  divert  clients  from  nursing  homes.  In  contrast, 
all  but  two  of  the  programs  for  mentally  retarded/developmentally  disabled  people  plan 
to  deinstitutionalize  clients  as  a  major  element  of  their  program. 

The  HCFA  review  process  allows  states  to  include  within  their  formulas  the 
estimated  impacts  of  the  waiver  on  the  state.  Some  states  show  in  their  formula  that,  as 
a  result  of  the  waiver,  the  state  will  be  able  to  reduce  the  size  of  planned  increases  in 
nursing  home  beds.  This  is  particularly  useful  for  states  with  waiting  lists  for  nursing 
home  beds.  These  states  argue  that  even  though  they  may  be  planning  to  divert  large 
numbers  of  clients  from  institutional  care,  they  are  unable  to  reduce  the  number  of 
persons  in  institutions  because  of  waiting  lists.  If,  however,  they  can  document  that 
because  of  the  waiver  they  will  not  have  to  increase  the  number  of  beds,  as  was 
previously  planned,  the  formula  may  be  approved.  Six  of  the  14  programs  that  are 
currently  being  implemented  for  mentally  retarded  people  and  eleven  of  the  nineteen 
programs  for  aged/disabled  people  base  their  formula  on  this  assumption. 

Some  states  show  in  their  formula  that,  as  a  result  of  the  waiver,  they  will  be  able 
to  close  down  beds.  Seven  of  the  programs  for  mentally  retarded  people  will  be  able  to 
close  institutional  beds  as  a  result  of  the  waiver,  but  only  one  program  for  the  aged 
(Oregon)  plans  to  close  any  beds. 

Other  formulas  are  based  on  the  assumption  that,  if  there  were  no  waiver,  the 
institutional  population  would  rise.  Only  two  mental  retardation  programs  make  this 
claim,  but  six  programs  for  aged/disabled  people  base  their  formula  on  this  assumption. 

Another  possible  basis  for  showing  cost  savings  in  the  formula  is  to  illustrate  that  as 
a  result  of  the  waiver  the  state  will  be  able  to  reduce  the  number  of  days  that  patients- 
remain  in  a  hospital  awaiting  placement  in  a  nursing  home.     Interestingly,  only 
Connecticut  uses  this  rationale  in  its  waiver  application.  (See  pages  5  through  10.) 

4.  States  cannot  use  any  cost  savings  realized  to  serve  additional  people  under 
the  waiver  program 

One  of  the  more  confusing  issues  surrounding  HCFA's  interpretation  of  the  statute  is 
whether  states  may  increase  their  total  recipient  population  as  a  result  of  the  waiver 
program.  In  the  early  months  of  the  program,  HCFA  did  approve  several  applications 
which  indicated  that  states  would  serve  more  clients  under  the  waiver  than  they  would 
have  served  without  a  waiver,  provided  that  aggregate  costs  did  not  increase.  As  of  July 
1982,  however,  HCFA,  concerned  that  such  population  expansions  would  reduce  the 
probability  of  a  waiver  program  not  increasing  overall  expenditures,  modified  its 
interpretation  of  the  statutory  language  regarding  the  formula  for  computing  costs  under 
the  waiver  program.  States  are  now  not  only  required  to  show  that  both  aggregate  and 
per  capita  Medicaid  long-term  care  costs  under  the  waiver  program  will  not  exceed 
aggregate  and  per  capita  costs  without  a  waiver,  but  they  are  not  permitted  to  serve  more 
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clients  under  the  waiver  than  they  would  have  otherwise  served.  As  a  result,  states  are 
not  able  to  use  the  savings  generated  by  keeping  people'  out  of  institutions  to  provide 
services  to  individuals  who  meet  the  level  of  care  criteria,  but  who  may  not  have  gone 
into  an  institution  (See  Appendix  D). 

B.      SERVICES  AND  SERVICE  RESTRICTIONS 

The  federal  statute  specifies  seven  services  that  states  may  offer  under  its  waiver 
program:  case  management,  homemaker,  home  health  aide,  personal  care,  adult  day 
health,  habilitation  and  respite  care.  In  addition,  states  may  offer  other  services 
approved  by  the  U.S.  Department  of  Helath  and  Human  Services  so  long  as  they  are 
necessary  to  avoid  institutionalization  and  are  cost-effective. 

Section  III  of  the  paper  goes  into  considerable  detail  regarding  the  number  and 
nature  of  services  that  the  various  states  requested  as  part  of  their  waiver  package. 
While  the  details  may  not  interest  all  readers,  several  important  points  emerge. 

1.  Simple  counts  of  services  are  not  indicative  of  the  nature  and  extensiveness  of 
the  program  offered 

First,  because  there  is  no  generally  accepted  set  of  detailed  definitions  for  these 
services  and  states  are  given  considerable  latitude  in  defining  them,  there  is  a  great  deal 
of  variation  in  the  actual  meaning  of  a  common  service  label  among  states.  Second,  the 
level  of  training  or  skill  required  of  the  individual  performing  a  particular  service  also 
varies  among  states.  Third,  states  target  the  same  service  to  different  subpopulations. 
These  differences  will  have  an  obvious  impact  on  the  relative  cost  of  the  various  programs 
and  may  also  have  an  impact  on  quality  and  effectiveness.  They  also  make  it  very 
difficult  (if  not  impossible)  to  evaluate  the  impact  of  a  particular  service. 

In  an  attempt  to  partially  overcome  the  labeling  problem,  the  authors  developed  a 
summary  table  of  services  requested  by  states  that  is  based  upon  written  service 
definitions  and  state  respondents'  interpretation  of  these  definitions.  Based  upon  these 
definitions  it  was  found  that  24  of  the  26  states  requested  case  management,  16  requested 
homemaker  services,  eight  requested  home  health  aide,  11  requested  personal  care,  16 
requested  adult  day  health  services,  15  requested  habilitation  services,  and  17  requested 
respite  care.  In  addition,  20  states  request  one  or  more  "other"  services  -  the  most 
frequent  one  being  transportation.  (See  pageg  22  through  25  and  Appendix  E.) 

2.  Some  states  which  already  offer  a  particular  service  under  their  Medicaid 
program  found  it  advantageous  to  offer  it  under  the  waiver  with  a  slightly  less  restrictive 
definition.  (See  page  23.)  ~~~ 

3.  While  "residential  care"  per  se  is  not  an  allowable  service  category,  all  but  one 
mental  retardation  waiver  plan  and  nearly  half  of  the  aged/disabled  plans  provide  services 
for  recipients  who  reside  in  non-Medicaid  supervised  residential  facilities. 

This  approach  to  using  Section  2176  recognizes  the  important  role  that  specialized 
housing  plays  in  long  term  care  and  at  the  same  time  provides  for  its  funding  by  sources 
other  than  Medicaid.  (See  pages  25  through  26.) 

4.  A  few  states  have  been  rather  creative  in  the  use  of  "other"  services  that 
appear  to  be  inexpensive  and  may  prove  to  be  very  effective 

Some  of  these  include  moving  services,  electronic  emergency  response  systems,  and 
crisis  intervention  programs.  (See  Appendix  E.) 
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5.  To  guard  against  high  cost,  several  states  have  established  service  utilization 
controls  via  limits  on  service  frequency,  duration,  and/or  costs.  ~ 
(See  pages  26  through  27  and  Appendix  E.) 

C.      ASSESSMENT  AND  CASE  MANAGEMENT 

Case  management  and  assessment  represent  the  general  management  system  within 
which  home  and  community-based  services  will  be  provided.  This  management  structure 
determines  who  gets  into  the  program  (client  targeting)  and  the  types  and  quantities  of 
services  they  receive  (resource  targeting).  Thus,  the  degree  of  cost-effectiveness  that  a 
program  obtains  can  be  greatly  affected  by  the  structure  and  process  of  these  systems. 

1.  In  k5%  of  the  approved  waiver  programs,  the  three  components  of  the 
assessment  process  are  carried  out  by  different  organizations  or  levels  of  government. 

For  purposes  of  the  waiver  program,  assessment  is  an  evaluation  procedure  that 
consists  of  three  parts:  level  of  care  determination,  determination  of  suitability  for 
community  care,  and  plan  of  care  development. 

In  the  remaining  55%  of  the  programs,  the  three  functions  are  done  by  the  same 
organization  or  level  of  government.  Often,  however,  it  is  a  different  division  or  unit  that 
does  each  task. 

Whether  the  three  functions  should  be  performed  by  the  same  organization  or  level 
of  government  raises  an  important  management  issue.  Having  one  organization  perform 
all  three  tasks  is  clearly  an  efficient  and  streamlined  system.  However,  under  such  a 
system,  the  important  checks  and  balances  built  into  systems  that  use  more  than  one 
organization  to  perform  the  three  tasks  may  be  lost.  (See  pages  28  through  29.) 

2.  Approximately  56%  of  the  programs  for  the  aged/disabled  and  only  18%  of  the 
programs  for  the  mentally  retarded  allow  providers  to  perform  level  of  care  determina- 
tion or  to  serve  on  the  team  that  makes  that  decision 

This  disparity  is  especially  surprising  when  one  considers  that  it  is  primarily  in 
programs  for  the  aged  that  states  are  most  concerned  about  targeting  and  high  costs.  The 
authors  recommend  that  the  issue  of  the  cost  impact  of  provider  involvement  in  the 
assessment  process  should  be  a  central  study  objective  of  the  national  evaluation.  (See. 
pages  29  through  32.) 

3.  70%  of  the  programs  for  the  mentally  retarded  and  only  37%  of  the  programs 
for  the  aged/disabled  use  information  pertaining  to  social  and  environmental  factors  as 
part  of  level  of  care  determination 

Research  is  beginning  to  indicate  that  factors  such  as  living  arrangements  (living 
alone  or  with  someone),  living  environment  (type  of  dwelling),  and  the  availability  of 
informal  care  are  associated  with  the  likelihood  of  institutionalization.  Therefore,  the 
use  of  these  factors  in  determining  level  of  care  may  be  very  important  if  the  goal  is  to 
target  the  program  to  those  that  would  have  gone  into  a  nursing  home  in  the  absence  of 
the  program.  However,  the  likely  gains  in  "target  efficiency"  will  also  raise  a  series  of 
legal  and  equity  issues  which  will  have  to  be  addressed.  (See  pages  34  through  36.) 
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4.      Most  programs  rely  on  professional  judgment  in     making     level  of  care 


determinations. 


All  programs  for  mentally  retarded/developmentally  disabled  people  use  professional 
judgment  in  making  level  of  care  determinations  and  all  but  five  programs  for  the 
aged/disabled  use  it.  The  programs  that  use  some  form  of  numerical  rating  are  the 
programs  for  the  aged  in  New  York,  Missouri,  Minnesota  (in  some  counties),  Florida  (aged 
program  only),  and  Colorado.  (See  page  36.) 

5.  In  almost  26%  of  all  programs,  the  case  manager  is  an  employee  of  a  service 
provider  and  is  responsible  for  determining  service  type  and  quantity. 

In  fee-for-service  systems,  this  situation  gives  the  state  the  least  amount  of  control 
over  utilization  and  hence  cost.  It  also  requires  more  elaborate  and  costly  utilization 
review  procedures.  (See  pages  36  through  42.) 

D.      PROJECTED  IMPACTS;  PEOPLE  SERVED  AND  DOLLARS  SAVED 

As  required  by  the  regulations,  all  states  have  provided  HCFA  with  information 
regarding  the  number  of  Medicaid  recipients  they  intend  to  serve  in  institutions  and  in 
community-based  care  (in  the  target  area)  with  a  waiver  and  without  a  waiver.  States  are 
required  to  provide  similar  information  regarding  projected  costs  and  cost  savings. 
Presented  below  is  a  brief  summary  of  an  analysis  of  these  projections  for  the  26  states 
reviewed  in  this  report.  However,  great  caution  should  be  exercised  when  drawing 
conclusions  from  these  figures.  First,  discussions  with  state  representatives  suggest  a 
great  deal  of  skepticism  regarding  the  likelihood  of  serving  the  number  of  people  in  the 
first  year  estimated  in  the  formula.  This  is  due  primarily  to  slow  start-up.  Second,  many 
of  the  cost  estimates,  particularly  for  programs  serving  the  aged/disabled,  are  not  based 
upon  sound  historical  data  and  optimistic  assumptions  of  states'  ability  to  target  the 
program  in  the  short-run  to  individuals  who  would  actually  have  gone  into  a  nursing  home. 

1.  It  is  projected  that,  in  the  areas  served  by  the  waiver  programs  reviewed  in 
this  report,  there  will  be  an  increase  of  almost  42%  in  the  number  of  Medicaid  recipients 
receiving  long-term  care  in  the  community. 

2.  It  is  projected  that,  in  the  areas  served  by  the  waiver  programs  reviewed  in 
this  report,  there  will  be  a  decrease  of  almost  7.4%  in  the  number  of  Medicaid  recipients 
receiving  long-term  care  in  institutions  (SNFs,  ICFs,  and  ICFs-MR)  is  projected^ 

3.  The  projection  of  aggregate  annual  savings  derived  from  individual  state's 
preliminary  estimates  for  these  26  programs  approximately  $250  million.  (See  pages  50 
through  63.) 
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I.  INTRODUCTION 


A.     BACKGROUND  AND  STUDY  OBJECTIVES 

Section  2176  of  the  Omnibus  Budget  Reconciliation  Act  of  1981  (PL  97-35),  was 
enacted  on  August  13,  1981.  It  grants  the  Secretary  of  the  U.S.  Department  of  Health  and 
Human  Services  authority  to  waive  existing  statutory  requirements  in  order  to  permit 
states  to  finance,  through  the  Medicaid  Program,  non-institutional  long-term  care  (LTC) 
services.  Only  services  for  Medicaid  eligible  individuals  who  would  otherwise  require 
nursing  home  placement  at  the  intermediate  care  facility  (ICF)  level  or  higher  can  be 
funded.  This  waiver  authority  constitutes  a  major  change  in  federal  Medicaid  long-term 
care  policies,  which  heretofore  have  been  heavily  biased  towards  institutional  services. 

The  new  waiver  authority  and  other  Medicaid  reforms  in  PL  97-35  gave  states 
greater  latitude  to  develop  cost  effective  programs,  and  were  intended  to  offset  the 
adverse  impact  of  reductions  in  federal  Medicaid  matching  funds  also  in  this  act.  The 
intent  of  the  waiver  authority  was  therefore  to  give  states  greater  flexibility  to 
community-based  delivery  systems  where  they  would  serve  as  a  more  cost-effective 
alternative  to  nursing  homes  for  those  in  need  of  long  term  care. 

Given  the  difficulties  encountered  in  previous  attempts  to  design  a  community- 
based  delivery  system  which  targets  services  on  those  who  would  actually  have  entered  a 
nursing  home,  this  new  waiver  authority  presented  states  not  only  an  excellent  opportun- 
ity to  experiment  with  alternative  approaches,  but  also  with  a  great  challenge.  States, 
driven  by  the  pressing  need  to  develop  solutions  to  the  nation's  growing  long-term  care 
problem,  have  responded  to  this  challenge.  As  of  the  beginning  of  July  1983,  states  had 
submitted  86  waiver  applications  of  which  45  waivers  from  35  states  had  been  approved,  5 
had  been  withdrawn,  30  were  pending,  and  only  6  had  been  denied. 

The  major  objective  of  this  study  is  to  provide  public  policymakers  with  an  early 
snapshot  of  the  states'  response  to  this  waiver  authority.  In  developing  their  waiver 
programs,  states  faced  many  important  decisions,  such  as  which  populations  to  serve, 
what  services  to  offer,  what  type  of  assessment  and  case  management  processes  to 
employ,  and  so  on.  Each  of  these  decisions  can  have  a  significant  impact  on  the  ultimate 
cost-effectiveness  of  the  programs.  Furthermore,  past  research  on  home-  and  commun- 
ity-based long-term  care  provides  very  little  guidance  regarding  "best  practice."  There 
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fore,  this  report  identifies,  by  general  issue  area,  the  major  decisions  states  faced  in 
developing  their  waiver  programs,  in  four  areas:  the  population  to  be  covered,  the 
services  to  be  provided  and  the  assessment  and  use  management  approaches  to  be 
employed.  The  report  discusses  the  alternatives  available,  and,  to  the  extent  possible, 
examines  the  advantages  and  disadvantages  of  certain  approaches  to  states  in  each  of 
these  areas. 

As  noted  above,  the  discussion  presented  in  this  report  is  based  upon  the  analysis  of 
the  waiver  programs  in  the  26  states  which  had  received  approval  of  the  application  as  of 
February  15,  1983.*  Information  summarizing  which  of  the  states  has  adopted  programs 
with  certain  characteristics  is  included  in  this  document.  However,  the  primary  goal  of 
this  report  is  not  "number  counts,"  nor  is  it  to  provide  a  complete  profile  of  any  one 
state's  program.  Rather,  the  goal  is  to  use  this  state-specific  information  to  identify 
significant  differences  and  similarities  among  state  responses  and  to  provide  state 
decision  makers  with  a  better  understanding  of  the  issues,  options,  and  uncertainties  they 
face  in  developing  and  implementing  a  2176  waiver  program. 

Although  this  paper  includes  brief  discussions  of  the  waiver  authority  and  conditions 
for  approval,  the  reader  is  referred  to  an  earlier  paper,  "The  Medicaid  Home  and 
Community-Based  Care  Waiver  Authority"  (National  Association  of  State  Mental  Retarda- 
tion Program  Directors,  1982)  for  a  more  detailed  discussion  of  the  waiver  application 
process.  The  reader  is  also  referred  to  a  recent  paper  prepared  by  the  Urban  Institute 
which  summarized  some  of  the  characteristics  of  the  waiver  applications  submitted 
through  to  December  1982  (Krieger,  Weissert,  Cohen;  1982).  Recognizing  that  information 
contained  in  the  waiver  applications  reveal  only  a  portion  of  the  story,  follow-up 
telephone  interviews  were  conducted  with  key  personnel  in  each  of  the  states  in  order  to 
obtain  the  valuable  insight  into  the  rationale  states  followed  in  shaping  their  program.  A 
fuller  description  of  the  study  methodology  can  be  found  in  Appendix  C. 

3.      OVERVIEW  OF  THE  PAPER 

The  body  of  the  paper  which  follows  consists  of  four  major  sections.  Section  II 
provides  a  brief  overview  of  the  federal  legislation  authorizing  the  waiver  authority,  with 
a  focus  on  the  cost  formula  and  its  importance  in  translating  legislative  intent. 

*  Summary  descriptions  of  each  of  these  26  waiver  programs  may  be  found  in  Appendix  A. 
An  updated  chart  indicating  the  status  of  waiver  applications  as  of  July  1983  is  presented 
in  Appendix  3. 
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Section  III  presents  an  analysis  of  several  major  program  options  and  issues  that 
states  faced  in  developing  their  waiver  package.  It  includes  an  analysis  of  target 
populations,  services  selected,  and  assessment  and  case  management  systems  chosen. 
Whenever  possible,  the  authors  attempt  to  step  back  from  individual  applications  and 
identify  important  patterns.  It  is  instructive,  for  example,  to  compare  the  nature  of 
waiver  programs  for  mentally  retarded  and  other  developmentally  disabled  people  to  those 
programs  designed  for  aged  and  physically  disabled  people. 

Section  IV  presents  an  analysis  of  the  projected  impacts  of  the  waivers  regarding 
dollars  saved  and  people  served.  This  analysis  is  based  upon  state  estimates  prepared  as 
part  of  the  waiver  application.  Lacking  historical  data,  these  projections  should  be 
viewed  with  great  caution,  or  as  benchmarks  in  a  new  data  base  that  time  alone  will 
adjust. 

The  report  concludes  with  Section  V  which  provides  a  brief  discussion  of  some 
directions  that  states  might  want  to  consider  regarding  future  waiver  applications,  some 
suggestions  for  monitoring  and  improving  the  performance  of  the  program,  and  recom- 
mended modifications  to  the  cost  formula. 
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II.  OVERVIEW  OF  LEGISLATION  AND  THE  COST  FORMULA 

STATUTORY  AND  COST  FORMULA  REQUIREMENTS 


PL  97-35  allows  states  to  waive  certain  aspects  of  their  state  Medicaid  plan  in  order 
to  provide  home  and  community-based  services  to  Medicaid  beneficiaries  as  an  alternative 
to  institutional  care.  Subsequent  regulations  and  Medicaid  Action  Transmittals  published 
by  the  U.S.  Department  of  Health  and  Human  Services'  Health  Care  Financing  Adminis- 
tration (HCFA)  have  established  the  required  substance  and  procedures  that  applicant 
states  must  follow.  Requirements  and  options  regarding  services  and  recipient  eligibility 
will  be  discussed  as  part  of  Section  III. 

The  statute  sets  forth  a  number  of  assurances  that  the  states  must  make  in  order  to 
have  their  waiver  requests  approved.  They  are  as  follows: 

1.  The  state  must  provide  adequate  safeguards  to  protect  the  health  and  safety  of 
individuals  participating  in  the  program.  These  include  adequate  standards  governing 
provider  participation.  The  implementing  regulations  do  not  specifically  define  the 
standards  which  must  be  met,  but  rather  leave  it  to  the  state  to  determine  what  is 
necessary  and  appropriate. 

2.  The  state  must  assure  HCFA  that  it  will  maintain,  and  require  providers  to 
maintain,  financial  accountability  for  funds  expended  under  the  waiver. 

3.  The  state  must  provide  for  evaluating  the  service  needs  of  all  Medicaid  eligible 
recipients  who  may  qualify  for  non-institutional  services  offered  under  the  program  to 
determine  if  they  otherwise  are  likely  to  require  care  in  a  Skilled  Nursing  Facility  (SNF) 
or  an  Intermediate  Care  Facility  (ICF). 

4.  Beneficiaries  determined  likely  to  require  SNF  or  ICF  level  of  care  must  be 
informed  of  the  feasible  alternatives  and  offered  a  choice  between  institutional  and  non- 
institutional  services.  This  requirement,  however,  need  not  apply  to  beneficiaries  for 
whom  there  is  a  reasonable  expectation  based  upon  the  costing  out  of  a  plan  of  care  that 
the  cost  of  home  and  community-based  services  will  be  more  than  the  cost  of  institutional 
care. 


5.  The  state  must  assure  that  it  will  provide  information  and  data  to  HCFA  on  the 
impact  of  the  waiver,  including  the  types,  amount  and  cost  of  services  provided  and  the 
health  and  welfare  of  the  recipients. 

6.  The  state  must  provide  evidence  that  average  per  capita  Medicaid  expenditures 
under  the  waiver  will  not  exceed  average  per  capita  expenditures  if  the  waiver  were  not 
granted. 

This  last  requirement  is  the  critical  determinant  of  the  boundaries  of  state  authority 
under  the  waiver.  Under  the  cost  formula  HCFA  developed  to  implement  the  requirement 
that  per  capita  costs  not  increase  as  a  result  of  the  waiver,  states  must  also  show  that 
total  long-term  care  costs  under  the  waiver  will  be  equal  to  or  less  than  what  total  long- 
term  care  costs  would  be  in  the  absence  of  a  waiver.  Further,  HCFA  has  constrained 
states  from  serving  more  people  under  the  waiver  than  they  would  otherwise  have  served 
in  the  absence  of  the  waiver.* 


B. 


THE  STATE  RESPONSE  TO  REDUCTION  IN  INSTITUTIONAL  CARE  REOUIRE- 
MENT 


Additionally,  the  requirements  of  the  cost  formula  cannot  be  met  unless  the  state  is 
able  to  show  that  it  plans  to  have  fewer  recipient  days  in  institutions  under  the  waiver 
than  they  otherwise  would  have  had.  States,  in  seeking  to  make  these  reductions,  may 
either  deinstitutionalize  clients  who  are  already  patients  in  SNFs,  ICFs,  or  ICF/MRs,  or 
they  may  divert  people  who  are  planning  to  enter  these  institutions. 

Table  II-l  shows  that  of  the  19  states  reviewed  which  have  programs  for  the  elderly, 
18  of  them  will  be  primarily  or  exclusively  diverting  clients  from  nursing  homes.  Only 
Oregon  is  planning  to  deinstitutionalize  a  significant  number  of  nursing  home  residents. 
Most  states  allege  that  it  is  politically  difficult  to  gain  the  cooperation  of  private  nursing 
homes  in  the  task  of  deinstitutionalizing  residents.  They  also  indicate  that  in  many  cases 
individuals  have  already  sold  their  homes  and  made  other  adjustments  that  would  make  it 
difficult  for  them  to  return  to  the  community.  Many  states  that  have  had  several  years' 
experience  with  pre-admission  screening  programs  believe  that  the  individuals  now  in 
nursing  homes  in  their  states  are,  in  general,  appropriately  placed  and  would  not  be  good 
candidates  for  deinstitutionalization. 


*  -  J 0r  reade+rs  interested  in  the  legislative  history  and  regulatory  implementation  of 
this  requirement  an  analysis  of  these  issues  and  detailed  presentation  of  the  cost  formula 
can  be  tound  in  Appendix  D. 


5 


Table  II-2  shows  that,  with  respect  to  mentally  retarded  people,  deinstitutionaliza- 
tion is  the  major  thrust  of  several  states'  waiver  programs.  Seven  states  will  be  doing 
deinstitutionalization  primarily  or  exclusively.  An  additional  six  states  will  be  deinstitu- 
tionalizing as  well  as  diverting.  Only  two  states  serving  mentally  retarded/ developmen- 
tally  disabled  persons  are  doing  diversion  primarily  or  exclusively. 

As  indicated  above,  HCFA's  cost  criterion  can  be  met  only  if  a  state  can  show  that 
it  plans  to  have  fewer  Medicaid  recipient  days  in  institutions  under  the  waiver  than  they 
otherwise  would  have  had. 

Some  states  have  argued  that  it  is  not  possible  for  them  to  meet  the  test  of  the 
formula  because  of  their  waiting  lists  for  nursing  home  beds.  They  say  that,  even  though 
they  may  be  able  to  deinstitutionalize  or  divert  a  sizable  number  of  individuals  from 
nursing  homes,  those  beds  do  not  remain  empty.  One  state  (Oregon)  indicates  in  its 
application  that: 

It  is  assumed  that  approximately  three  diversions  to  community-based 
care  from  ICF  nursing  facilities  will  be  required  to  generate  one  ICF 
case  reduction  since  certificate  of  need  approvals  for  nursing  home  beds 
have  been  below  the  growth  of  the  elderly  populations. 

Connecticut  estimates  that  five  diversions  to  community-based  care  will  be  required  to 
result  in  two  actual  Title  XIX  case  reductions. 

In  developing  their  estimates  of  person  to  be  served  and  per  capita  costs,  the  HCFA 
review  process  allows  states  to  include  estimates  of  possible  impacts  of  the  waiver  on  the 
state.  The  areas  in  which  a  waiver  program  might  be  expected  to  have  an  impact  include 
the  following  situations  and  events: 

o       reduction  in  planned  bed  increases 

o       closing  of  beds  as  a  result  of  the  waiver 

o       increases  in  institutional  population  without  the  waiver     (increased  Medicaid 
occupancy  rate) 

o       reductions  in  hospital  backup 

1.      Reduction  in  Planned  Bed  Increases 

If  a  state  can  document  that  a  certain  number  of  new  institutional  beds  would  have 
been  built  had  it  not  been  for  the  waiver  program,  then  they  are  permitted  to  include 
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these  additional  beds  in  calculating  the  number  of  persons  who  would  be  institutionalized 
in  the  absence  of  the  waiver.  The  operative  word  is  "document."  The  state  must 
demonstrate,  through  written  evidence,  that  these  beds  were  actually  planned.  If  there  is 
no  documentation,  such  as  state  plans  or  established  bed  ratios,  HCFA  will  not  accept 
them  in  the  calculation  of  the  size  of  the  institutionalized  population  without  the  waiver. 
Of  the  fourteen  states  currently  implementing  mental  retardation  programs,  six  of  them 
base  their  formula  on  the  state's  reduced  need  for  additional  beds,  as  a  result  of  the 
waiver.  With  respect  to  the  aged/disabled,  eleven  of  the  nineteen  programs  base  their 
formula  on  the  state's  reduced  need  for  additional  beds. 

2.  Closing  Beds  as  a  Result  of  the  Waiver 

Similarly,  if  a  state  can  document  that  it  will  be  able  to  reduce  institutional 
capacity  as  a  result  of  the  waiver,  then  these  reduced  beds  can  be  subtracted  from  the 
total  in  estimating  the  size  of  the  institutionalized  population  with  the  waiver.  This 
situation  is  particularly  relevant  for  states  that  serve  an  MR/DD  population  in  a  state 
hospital  that  is  certified  as  an  ICF/MR.  For  example,  in  Montana  one  ICF/MR  will  be 
closed;  Vermont  will  eliminate  the  ICF/MR  unit  at  its  state  hospital  and  reduce  the 
number  of  beds  in  another  ICF/MR  center.  California  will  phase  out  state-owned 
facilities.  In  all,  seven  of  the  states  with  mental  retardation  programs  will  be  closing 
beds.  This  is  in  contrast  to  the  aging  programs,  only  one  of  which  (Oregon)  actually  plans 
to  close  any  nursing  home  beds. 

3.  Increase  in  Institutional  Population  Without  the  Waiver 

If  a  state  can  demonstrate  that  their  institutional  population  would  increase  in  the 
absence  of  the  waiver,  then  these  numbers  can  also  be  used  in  the  calculation  of  the  size 
of  the  institutionalized  long-term  care  (LTC)  population  without  the  waiver.  For 
example,  some  states  have  indicated  that  people  in  the  community  served  by  Title  XX  or 
other  state  programs  can  no  longer  be  served  because  of  budget  cutbacks  and  that  those 
individuals  will  end  up  in  institutions  in  the  absence  of  a  waiver  program. 

Vermont  is  a  good  case  in  point.  Over  the  past  several  years,  Vermont  has  been 
deinstitutionalizing  its  mentally  retarded  population  in  keeping  with  an  out-of-court 
settlement  agreement.  However,  in  its  waiver  request  the  state  indicated: 
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There  will  be  no  further  development  of  community  alternatives 
other  than  those  already  approved  by  the  state  legislature.  While  we 
anticipate  a  steadily  declining  census  until  July  I,  1982,  that  trend 
will  end  without  the  waiver,  since  the  Department's  budget  request 
for  fiscal  year  1983  does  not  contain  funds  for  the  development  of 
new  community-based  services. 

(In  this  particular  case,  the  impasse  that  might  have  developed  from  the  imbalance  of  a 
judicial  process  compelling  deinstitutionalization  and  the  non-availability  of  funds  for 
providing  alternatives  to  the  state  institutions  was  avoided  by  HCFA's  approval  of 
Vermont's  application.) 

Vermont  and  Kansas  have  the  only  mental  retardation  programs  that  use  this 
rationale  in  developing  its  waiver  formula.  However,  six  states  with  programs  for  the 
elderly  indicate  that  in  the  absence  of  the  waiver,  occupancy  rates  and/or  lengths  of  stay 
in  nursing  homes  would  increase  (Colorado,  Iowa,  Kansas,  Utah,  Virginia,  Louisiana). 

4.      Reductions  in  Hospital  Backup 

If  a  state  can  document  that  there  is  a  "shortage"  of  nursing  home  beds  such  that 
Medicaid  recipients  must  remain  in  a  hospital  while  awaiting  nursing  home  placement, 
HCFA  has  indicated  that  those  costs  may  be  included  in  the  formula  calculations. 

For  example,  in  their  cost  equation,  Connecticut  shows  that  the  state  has  included 
in  the  number  of  people  receiving  SNF  services  under  the  waiver,  2,648  SNF  patients  as 
well  as  744  patients  requiring  SNF  care  who  were  backed  up  in  hospitals  on 
administratively  necessary  days  (AND)  because  no  nursing  home  beds  were  available.  The 
744  AND  patients  are  individuals  who  are  in  hospitals  awaiting  placement  for  nursing 
home  care  and  for  whom  Medicaid  reimbursement  is  being  provided  at  that  higher  hospital 
care  rate.  The  number  of  individuals  receiving  SNF  care  in  the  absence  of  a  waiver 
includes  744  AND  patients  and  2,750  SNF  patients.  Although  the  number  of  AND  patients 
has  not  been  reduced  as  result  of  the  waiver,  the  total  number  of  AND  days  will  be 
reduced,  resulting  in  cost  savings.  Connecticut  is  the  only  state  that  used  a  reduction  in 
hospital  back  up  days  as  a  rationale  in  developing  the  waiver. 
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HI.  PROGRAM  DESIGN  DECISIONS 


A.  INTRODUCTION 

States  faced  two  major  policy  decisions  regarding  their  options  under  Section  2176. 
The  first  decision  was  whether  or  not  to  develop  a  waiver  program.  Once  a  state  decided 
to  develop  a  waiver  application,  it  then  faced  the  problem  of  developing  a  home  and 
community  care  program  that  would  indeed  be  a  cost-effective  alternative  to  institutional 
care.  Clearly,  the  decision  to  submit  a  2176  waiver  proposal  assumed  that  a  cost 
effective  program  could  be  developed.  States  faced  several  issues  that  directly  bear  on 
that  assumption.  The  authors  believe  that  the  most  important  of  these  issues  are 
addressed  by  the  following  questions: 

o       Which  recipient  group(s)  should  be  included  in  the  program? 

o       What  safeguards  could  be  employed  to  help  insure  timely  implementa- 
tion and/ or  reduce  the  risk  of  cost  overruns? 

o       Which  services  should  be  included? 

o       What  restrictions,  if  any,  should  be  placed  on  service  utilization  or  per 
client  cost? 

o       What  kinds  of  assessment  and  case  management  methods/models  can 
best  achieve  program  goals? 

This  section  is  devoted  to  a  discussion  of  the  options  states  faced  in  addressing  these 
questions,  how  they  responded  to  them,  and,  to  the  limits  of  our  knowledge,  the 
advantages  and  disadvantages  of  the  various  approaches  taken.  It  would  be  desirable  to 
know  more  about  what  specific  services  prevent  people  from  requiring  institutional  care, 
about  what  assessment  and  case  management  methods  result  in  the  most  efficient  use  of 
resources.  However,  these  are  still  unanswered  questions.  Nevertheless,  states  are 
beginning  to  gain  experience  in  these  areas  and  much  of  the  variation  among  programs 
reflects  this  varied  experience.  Therefore,  in  describing  the  options  that  states  selected  in 
developing  their  programs,  we  will  attempt  to  put  these  in  the  context  of  local  situation 
and  experience. 

B.  SELECTION  OF  RECIPIENT  GROUPS 

The  statute  itself  does  not  indicate  the  categories  of  individuals  who  might  be 
eligible  to  participate  except  to  say  that,  in  the  absence  of  these  services,  they  would 


11 


require  the  level  of  care  provided  in  a  SNF  or  an  ICF.  The  regulations  specifically  note 
that  references  to  the  level  of  care  provided  in  an  ICF  are  meant  to  include  the  level  of 
care  provided  in  an  ICF/MR.  Thus,  the  program  can  be  made  available  to  aged,  blind, 
disabled,  mentally  retarded  or  mentally  ill  individuals,  at  risk  of  institutionalization,  or 
current  residents  of  institutions  who  can  be  safely  deinstitutionalized  and  served  in  the 
community. 

Neither  the  statute  nor  the  regulations  treat  the  various  potential  eligibility  groups 
separately,  but  rather  the  program  is  described  in  a  generic  sense  with  all  populations  at 
risk  of  institutionalization  treated  as  a  unit.  However,  the  states  tended  to  submit 
separate  proposals  for  identifiable  subgroups  (such  as  the  aged  or  the  mentally  retarded) 
rather  than  submit  a  single  integrated  waiver  request. 

Table  III— 1  below  summarizes  the  recipient  groups  that  the  26  states  with  approved 
waivers  as  of  February  15,  1983,  plan  to  cover  in  their  waiver  program.  Of  the  26  states, 
15  or  approximately  58  percent  of  them  plan  to  target  their  programs  to  only  one  long- 
term  care  group.  Of  these,  10  or  67  percent  plan  to  serve  only  aged  or  disabled  people  and 
5  or  33  percent  plan  to  serve  only  mentally  retarded  and  other  developmentally  disabled 
people.  None  of  these  states  plan  to  serve  only  mentally  ill  persons. 

The  group  that  is  most  often  targeted  to  be  served  by  the  waiver  program  is  the 
aged  and  disabled.  Seventy-three  percent  of  the  states  (19)  plan  to  serve  that  group, 
almost  sixty-two  percent  of  the  states  (16)  plan  to  serve  mentally  retarded  and 
developmentally  disabled  people,  and  only  approximately  fifteen  percent  of  the  states  (4) 
plan  to  serve  mentally  ill  people  via  the  waiver  program. 

It  is  obvious  that  local  events  help  shape  the  nature  of  the  states'  responses  to 
Section  2176.  What  is  interesting  is  how  these  local  events  helped  determine  to  which 
populations  the  waivers  were  targeted.  When  interviewed,  state  personnel  cited  legisla- 
tive mandates,  court  orders,  fiscal  crises,  and  moratoriums  on  the  construction  of  new 
nursing  home  beds  as  some  of  the  more  common  reasons  for  developing  waivers. 
However,  some  of  these  situations  were  associated  with  a  state's  desire  to  develop  a 
waiver  for  elderly  people  while  others  were  associated  with  the  development  of  waivers 
for  mentally  retarded  people. 

Six  of  the  states  mentioned  a  legislative  mandate  to  develop  community  care.  Five 
of  these  were  in  states  that  sought  waivers  to  serve  their  elderly  population  and  only  one 


12 


<  n 

y  3 

o  OJ 

3  2 


H 
Z 

O  tU 

£  u 


V  V  V  V  i> 


>Z>ZZZ>>>>>.Z>Z:rZ>>ZZ>.>.>.Z> 


tn  O  <n  in 

>  ^  >  > 


ozzzz>!z£zz££Z££ 


o  o  o  s  £ 
z  z  z  >  > 


u- ■       >>     .j:  £i 


U 
_; 

< 


<  i* 

H  — 

—  >. 

O  a 

u  = 


Z  « 

2  5 

—  v. 

c.  a 

o< 

0  £ 

5  2 

'J  £ 


!*/t=- 

IUI  r- 

ax  o 

'J  I 
x; 


z 


- 

!- 

<l 


t/1 


so  »  v)  in  in  in  in  co       in  in  in  —       in       «o  m  to  m  in  in  in  in  m 

>>->>>>->->~5>>>-zz>z>>.>.>>>>>.> 
z 


o  o  o 
z  z  z 


oocoo£oo£o£oooc 
ZZZZZ>ZZ>Z>ZZZZ 


">  -i  n  10  n 

>-  Z  Z  >  >  Z 


- '      ~       -      «L-'      —      W      ^      *4»       -  U  W 

>Z>>>>>>.>>>.>.> 


X  X 


inwtfiifliAiAninviovi 

>>>>>>>>>>> 


X  X  X  X  X 


X  X  X  X 


X  X  X  X  X 


X  X  X  X  X 


X  X  X  X 


<0(-_).<_^><ZO^>r-)C:>_riOr-u_<<> 

uuuu.<orv:^_i252zzoz2:^7^>>5:& 


HI 

e 


o 
Z 


lOI 

tui 

H 

o 
zl 


<  = 


1*2 

-q  —  c 

(rt  c  > 

£  B  S 
~  r  w 

*>  —  - 
*j  —  n 

>  —  > 

—  ~  Q- 

«■  3  o 


c  ti  t 


O  "O 


4-  C 


3  «  3 


CS  C 


o  «  c  .r 


-  -o 

-=;  t>  >■ 
U  c 


—  > 


u  u  -H 


c  c  cr     r  5  r 


10  P  ■£ 

y 

5"  5 


ey  E  cy 

_    _   ._  _§  a 

1  !;   «         «-  <- 


—    C  *■  -M    S   **  ^  *" 

i-*.     i—    ~  (L '     n    w  rf 


ty 

«  o  <;  » 


3  c°  y  | 


m  -  v 


—  -  >  12 


>"  o»  !T  -r; 
>  t  >  2 


13 


was  in  a  state  that  did  not  plan  to  serve  the  elderly.  That  is,  approximately  one  quarter 
of  the  states  that  applied  for  waivers  to  serve  elderly  persons  were  asked  to  develop 
community  care  by  their  legislatures  whereas  only  one  state  who  received  waivers  to 
serve  other  than  elderly  populations  was  under  such  legislative  requests.  Simlarly,  of  the 
five  states  that  mentioned  a  moratorium  or  desire  not  to  construct  any  new  nursing  beds, 
four  requested  waivers  to  serve  elderly  people  and  one  did  not. 

Fiscal  crises  in  the  funding  of  social  services  and  court  orders  or  threats  of  legal 
action  seem  to  be  more  associated  with  states  with  mentally  retarded  target  populations. 
Fourteen  states  report  cutbacks  in  the  funding  of  social  services  as  one  of  the  reasons 
associated  with  seeking  waivers.  Twelve  of  these  are  states  that  submitted  a  waiver  to 
serve  mentally  retarded  people  and  only  two  are  states  that  applied  for  waivers  to  serve 
other  populations.  That  is,  75  percent  of  the  states  that  sought  waivers  to  serve  mentally 
retarded  people  mentioned  fiscal  problems  as  compared  with  only  20  percent  of  the  states 
that  sought  waivers  for  other  populations. 

When  asked  why  they  did  not  pursue  a  waiver  to  serve  the  elderly  population,  five  of 
the  seven  states  (71%)  that  submitted  waivers  only  for  the  mentally  retarded  population 
stated  that  concern  about  high  costs  was  a  major  reason.  As  will  be  discussed  below, 
states  have  good  reason  to  be  cautious  about  the  potential  cost  of  community  care  for  the 
elderly.  Past  community  and  home  care  demonstration  projects  for  the  elderly  have  not 
produced  convincing  evidence  of  cost  savings  (Greenberg,  Doth,  Austin,  1981;  Stassen  and 
Holahan,  1981).  Indeed,  the  title  of  a  recent  GAO  report  is  "The  Elderly  Should  Benefit 
From  Expanded  Home  Health  Care  But  Increasing  These  Services  Will  Not  Insure  Cost 
Reductions"  (GAO,  1982). 

However,  the  reason  most  consistently  given  for  not  seeking  waivers  to  serve  other 
populations  was  not  related  to  a  particular  target  population.  Thirteen  states  mentioned 
staff  and  time  constraints  as  a  major  reason  why  they  did  not  initially  seek  waivers  for 
additional  populations.  Forty-two  percent  of  the  states  who  applied  for  waivers  to  serve 
mentally  retarded  people  gave  this  response,  as  did  43  percent  of  the  states  who  applied 
for  waivers  to  serve  other  populations.  Thus,  it  would  appear  that,  with  additional  time, 
these  same  states  might  prepare  (or  are  now  preparing)  waivers  to  serve  other  popula- 
tions. 
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C.     OTHER  PROGRAM  OPTIONS  RELATED  TO  RECIPIENT  COVERAGE 


The  states  have  great  flexibility  in  designing  their  home  and  community-based 
waiver  programs.  Aside  from  types  of  services  offered  and  service  restrictions  (discussed 
below),  the  legislation  and  regulations  offer  several  program  options  that  can  have  a 
direct  impact  on  the  cost  and  size  of  the  program.  These  include  the  following  waiver 
options: 

o  Statewide  availability 
o  Comparability 

o  300%  rule  for  non-institutionalized  recipients 
o  Deeming 
o  Excess  cost 

Table  II— 1  above  summarizes  the  options  that  the  26  states  with  approved  waivers  have 
selected. 

1.  Statewide  availability  -  The  Medicaid  law  (Sec.  1902(a)(1))  requires  that  all 
services  offered  under  the  State's  Medicaid  program  be  offered  statewide.  For  purposes 
of  this  program,  this  provision  can  be  waived,  giving  states  the  right  to  restrict  certain 
services  to  specified  categories  of  eligible  clients  in  limited  geographic  locations,  instead 
of  across  the  entire  state.  This  gives  the  states  the  ability  to  begin  their  programs  slowly 
and  carefully  and  to  expand  their  programs  at  their  own  pace. 

As  shown  in  Table  III— 1  above,  all  but  two  states  (Colorado  and  Nevada)  requested 
the  right  not  to  provide  services  statewide.  To  identify  the  reason  or  reasons  why  a  state 
did  or  did  or  did  not  seek  a  waiver  of  statewide  availability,  state  spokespersons  were 
specifically  asked,  "Why  did  (didn't)  you  ask  for  waiver  of  statewideness?"  Generally  the 
responses  tended  to  fall  into  one  of  four  categories. 

a.  Experimental  Nature  of  Program  and  Controlled  Growth.  The  waiver  program, 
particularly  in  the  area  of  providing  home  and  community-based  services  to  aged/disabled 
target  populations,  is  perceived  by  many  states  as  moving  into  uncharted  territory.  State 
informants  have  noted  that  agencies  are  wary  of  becoming  deeply  involved  in  offering  a 
wide  range  of  services  where  they  have  little,  if  any,  historical  data  on  the  costs  of 
services  or  the  number  of  people  who  might  seek  such  services.   Some  states  have  dealt 
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with  this  problem  by  initial  experimental  or  demonstration  projects  to  test  program  costs 
and  levels  of  utilization  and/or  have  temporarily  restricted  programs  to  certain  geograph- 
ical areas  (e.g.,  Iowa,  Hawaii,  Connecticut). 

Some  states  (e.g.,  Missouri,  Washington,  Minnesota)  indicated  that  initiating  pro- 
grams on  a  regional  basis  or  only  in  certain  counties  was  primarily  a  means  to  a  smooth 
transition  across  the  state;  but,  just  as  often,  beginning  programs  in  a  single  geographical 
area  was  a  protection  against  unknown  demands  for  and  costs  of  services  as  well  as  the 
relative  effectiveness  of  specific  services  in  preventing  institutionalization.  For  example, 
Rhode  Island's  respondent  noted  that  this  was  one  way  of  controlling  the  size  and  growth 
of  the  program. 

b.  Certain  states  propose  to  offer  services  throughout  the  state  but  the  availabil- 
ity of  some  or  all  services  will  vary.  A  majority  of  states  in  this  category  indicated  that 
while  their  services  would  be  offered  throughout  the  state  there  would  likely  be 
differences  in  the  availability  and  intensity  of  services  across  the  state.  Respondents 
from  states  with  substantial  rural  populations  noted  that  some  services  would  be  less 
available  in  rural  areas  than  in  population  centers.  While  spokespersons  from  some  of 
these  states  (e.g.,  Vermont,  West  Virginia)  mentioned  concern  about  increased  costs  in 
delivering  home  and  community-based  services  in  sparsely  populated  areas,  respondents 
from  two  states  (Kansas,  Utah)  expressed  real  concern  about  finding  qualified  providers  in 
more  remote  areas.  In  fact,  some  states  specifically  focus  the  provision  of  certain 
services  (most  notably  adult  day  and  habilitation  services,  and  personal  care  and 
homemaker  services)  in  population  centers  or  in  locations  where  services  already  exist 
(e.g.,  Georgia,  Virginia,  Louisiana).  Technical  and  perhaps  unnecessary  interpretations  of 
when  statewide  availability  should  be  waived  because  of  non-homogeneity  of  services 
were  also  noted.  For  example,  in  South  Dakota  waiver  services  are  being  provided  to 
mentally  retarded  persons  in  specific  community  based  residential  facilities.  Although 
technically  persons  from  all  parts  of  South  Dakota  would  be  equally  eligible  to  reside  in 
one  of  these  facilities,  the  facilities  themselves  are  located  in  only  18  communities  and  it 
is  only  through  residing  in  a  facility  in  one  of  these  communities  that  one  would  become 
eligible  for  the  waiver  services.  Whether  this  particular  case  necessitated  a  waiver  of 
statewide  availability  was  not  totally  clear  to  the  waiver  application's  author,  but  he  said 
he  felt  it  was  safest  just  to  write  it  in. 
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c.  Some  states  plan  to  provide  services  on  a  statewide  basis  but  sought  waiver  as 
a  safeguard.  A  number  of  respondents  indicated  that  the  proposed  system  should  provide 
services  with  relative  homogeneity  across  the  entire  state,  but  that  the  waiver  was  seen 
to  offer  some  protection  against  unforeseen  service  demands,  costs  and/or  difficulties  in 
providing  service.  A  typical  response  was  that  of  Oregon's  spokesperson  who  said  that 
"most  (of  the  proposed)  services  are  available  statewide,  though  not  of  consistent 
intensity  and  not  in  every  single  place."  This  view  was  also  expressed  by  New  Jersey  and 
Florida  spokespersons.  Respondents  said  having  such  a  waiver  approved  guaranteed  the 
state  better  control  over  services  provided  and  clients  served.  As  Kansas'  spokesperson 
noted,  even  though  there  are  no  solely  regionalized  services  and  none  are  expected,  there 
is  always  a  possibility  that  a  service  could  be  seen  as  needed  in  a  particular  location,  but 
the  state  could  not  afford  to  deliver  it  statewide.  In  such  instances,  states  are  protected 
by  the  approved  waiver  of  statewide  availability.  This  sense  of  caution  is  the  major 
difference  between  these  states  and  the  two  states  not  requesting  this  waiver. 

d.  Some  states  plan  to  deinstitutionalize  specific  populations.  Eight  states 
requesting  waivers  of  statewide  availability  were  proposing  services  for  residents  dis- 
charged from  a  small  number  of  specific  residential  and  health  facilities  in  their  state. 
The  reasons  for  requesting  this  varied.  For  example,  in  Montana  a  waiver  was  requested 
because  of  the  closing  of  a  Medicaid  facility  and  the  resulting  need  to  provide  services  to 
the  former  residents.  Other  states  sought  a  waiver  focused  on  particular  institutions  to 
experiment  with  a  program  to  screen  and,  where  appropriate,  serve  in  the  community 
persons  being  discharged  from  specific  acute  and  chronic  care  hospitals  (Connecticut, 
Rhode  Island).  Another  example  of  waivers  focused  on  specific  institutions  were  those 
states  seeking  continued  support  for  their  long-term  efforts,  begun  over  a  decade  ago,  to 
deinstitutionalize  the  residents  of  their  state  institutions  for  developmentally  disabled 
people  (Hawaii,  West  Virginia,  and  California).  Although  not  entirely  devoted  to  residents 
of  state  institutions,  Vermont's  plan  includes  a  major  component  to  continue  the 
depopulation  of  its  state  institutions  as  well  as  two  private  institutions  serving  children. 

Generally,  then,  it  is  notable  that  all  the  "nonexperimental"  targeting  of  commun- 
ity-based services  on  residents  of  specific  facilities  was  part  of  state  efforts  to 
depopulate  residential  institutions  for  mentally  retarded  and  other  developmentally 
disabled  persons. 
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2.  Comparability.     Section  1902  (a)  (10)  requires  that  a  Medicaid  state  plan 
provide  that  services  available  to  categorically  needy  individuals  not  be  less  in  amount, 

duration,  and  scope  than  services  available  to  medically  needy  persons;  in  addition, 
services  must  also  be  equal  in  amount,  duration,  and  scope  for  all  categorically  needy 
beneficiaries.  This  provision  may  too  be  waived.  States  are  free  to  establish  programs 
for  specific  target  populations.  For  example,  a  state  can  develop  a  home  and  community 
care  program  under  section  2176  for  the  elderly  and  not  for  the  mentally  retarded  or 
developmentally  disabled.  An  example  would  be  a  program  for  elderly  individuals  that 
includes  respite  care  and  a  program  for  physically  disabled  persons  that  does  not  include 
respite  care. 

Only  two  states,  Louisiana  and  Hawaii,  failed  to  specifically  request  a  waiver  of 
comparability  in  providing  any  of  the  services  requested.  Nevertheless,  both  states' 
proposals  make  clear  that  "comparable"  services  are  not  going  to  be  provided  to  all 
groups.  While  no  state  will  be  formally  bound  to  provide  the  same  set  of  services  across 
populations,  it  should  be  noted  that  at  least  one  state  (Kansas)  has  created  the  same  set  of 
generic  services  for  aged/disabled  and  mentally  retarded  groups.  These  specific  services 
will  be  authorized  by  the  same  procedures,  and  payments  will  be  provided  within  the  same 
cost  restrictions,  although  they  will  sometimes  be  delivered  in  different  settings  and/or  by 
different  providers. 

3.  Increasing  Medicaid  Income  Eligibility  Levels  for  Persons  Served  in  the 
Community  (300%  Rule  for  the  Non-institutionalized).  A  potential  recipient  of  Section 
2176  home  and  community-based  services  must  meet  the  state's  financial  test  for 
Medicaid  eligibility.  Under  current  Title  XIX  regulations,  states  are  permitted  to 
establish  higher  income  and  resource  standards  for  institutionalized  recipients  than  for 
individuals  living  at  home  (42  CFR  435.231).  A  state's  institutional  income  eligibility 
level,  however,  may  not  exceed  300%  of  the  federal  Supplemental  Security  Income  (SSI) 
payment  standard. 

Most  states  have  elected  to  take  advantage  of  this  option  to  set  higher  income 
standards  for  institutional  residents.  However,  as  a  result,  they  have  created  a 
disincentive  to  return  such  clients  to  the  community,  since  they  lose  Medicaid  eligibility 
once  they  leave  the  institution. 
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In  order  to  address  this  problem,  the  regulations  implementing  the  waiver  program 
permit  states  to  use  the  higher  institutional  income  eligibility  standard  for  persons  who 
will  receive  home  and  community-based  services  under  the  waiver,  and  who  would  be 
eligible  for  Medicaid  benefits  if  institutionalized.  The  issue  that  states  faced  in  deciding 
whether  to  seek  the  300%  rule  for  clients  served  under  the  waivers  had  to  do  with 
potential  cost  increases.  This  is  not  an  issue  for  Medicaid  recipients  who  will  be 
deinstitutionalized  as  a  result  of  2176,  since  these  recipients  would  be  receiving  Medicaid 
benefits  in  any  case.  However,  the  use  of  the  300%  rule  for  people  currently  living  in  the 
community,  and  not  currently  eligible  for  Medicaid  raises  the  possibility  that  some  of 
those  served  would  not  have  actually  gone  into  nursing  homes  without  the  waiver.  If,  in 
addition,  these  people  are  not  currently  being  served  by  other  state  programs  or  if 
services  received  under  these  other  programs  are  modest,  then  significant  cost  increases 
can  result  if  the  state  selects  the  300%  option. 

As  shown  in  Table  III— 1  above,  twelve  states  have  chosen  this  option.  This  option  is 
of  most  use  to  states  that  have  a  Medicaid  program  designed  to  serve  only  the 
categorically  needy—in  general,  persons  who  receive  cash  assistance  payments  under 
AFDC  or  SSI.  If  the  State  has  a  medically  needy  program  in  its  regular  Medicaid  program, 
that  is,  if  it  covers  individuals  whose  incomes  and  resources  are  large  enough  to  cover 
daily  living  expenses,  but  not  large  enough  to  pay  for  medical  care,  then  those  medically 
needy  individuals  would  most  likely  be  able  to  qualify  for  benefits  outside  an  institution, 
without  the  300%  option  being  exercised. 

Thus,  of  the  12  states  that  have  chosen  to  avail  themselves  of  the  300%  option  under 
the  waiver  program,  most  are  states  which  do  not  have  a  medically  needy  program.  There 
are  some  variations.  Washington,  for  example,  has  a  medically  needy  program,  but  has 
chosen  to  limit  its  waiver  program  to  the  categorically  needy.  However,  it  has  exercised 
the  300%  option  to  be  able  to  eliminate  the  disincentive  to  deinstitutionalize  these 
beneficiaries. 

It  should  be  noted  that  several  states  which  had  originally  requested  approval  to 
institute  these  higher  income  limits  have  decided  not  to  implement  them.  These  later 
decisions  were  based  on  concerns  about  the  cost  implications  of  opening  eligibility  to  this 
new  group. 
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4.  "Deeming"  -  Under  Medicaid,  which  in  most  states  must  follow  rules 
established  under  the  SSI  program,  a  portion  of  the  parent's  income  is  deemed  to  be 
available  to  a  minor  child  living  in  that  parent's  home.  (Similarly,  a  portion  of  one 
spouse's  income  is  deemed  available  to  the  other  spouse.)  Thus,  in  determining  Medicaid 
eligibility  for  mentally  retarded  children,  their  parents*  income  is  an  important  factor. 
However,  in  most  states  parents'  income  is  not  deemed  available  to  children  if  such 
children  are  residents  of  institutions.  As  a  result,  there  is  often  a  disincentive  to  parents 
to  take  care  of  their  children  in  their  own  home. 

Although  the  deeming  issue  was  not  directly  addressed  in  the  statute  or  the 
regulations,  it  has  been  addressed  subsequently.  In  a  May  1982  Medicaid  Action 
transmittal,  HCFA  indicated  that  the  states  could,  at  their  option,  determine  Title  XIX 
eligibility  of  persons  included  in  the  waiver  project  in  exactly  the  same  ways  that 
eligibility  is  determined  for  persons  in  institutions.  Specifically,  states  may  choose  not  to 
deem  any  income  or  resources  from  parents  or  spouses  to  affected  individuals,  and  to 
consider  instead  only  the  individual's  own  income  and  resources.  In  this  way,  the 
disincentive  to  deinstitutionalize  an  individual  is  removed.  Only  eight  of  the  26  states 
whose  approved  waivers  are  reviewed  in  this  document  (Florida,  Louisiana,  Montana,  New 
Jersey,  North  Carolina,  South  Dakota,  Virginia,  and  Washington)  have  requested  the 
authority  to  waive  the  deeming  rule. 

More  recently,  another  option  regarding  deeming  has  been  made  available.*  A  new 
procedure  has  been  established  under  the  Section  2176  Program  whereby  states  can  apply 
for  a  waiver  in  addition  to  or  in  lieu  of  their  regular  home  and  community-based  waiver. 
This  waiver  can  be  designed  specifically  to  provide  home  and  community-based  services  to 
individuals  who  would  be  eligible  for  Medicaid  services  if  in  an  institution,  but  who  would 
otherwise  be  ineligible  for  Medicaid  if  living  at  home  because  of  the  deeming  rules. 
States  are  limited  to  a  total  of  up  to  50  cases  for  each  such  waiver  requested.** 

5.  Excess  Costs.  Another  cost-limiting  option  that  states  have  under  the  2176 
program  is  the  authority  to  deny  home  and  community-based  services  in  the  event  that 
those  services  would  cost  more  than  maintaining  an  individual  in  an  institution. 


*State  Medicaid  Manual,  Part  ^-Services,  HCFA-Pub.  45-4.  Trans.  No.  2,  December 
1982,  U.S.  Dept.  of  Health  and  Human  Services,  HCFA. 

**Mississippi,  Michigan,  and  North  Carolina  are  the  only  states  that  have  applied  for  one 
of  these  "model"  waivers.  As  of  May  15,  1983,  Mississippi's  waiver  was  approved,  and 
Michigan's  and  North  Carolina's  were  still  pending. 
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Only  four  applications  did  not  request  the  authority  to  deny  home  and  community- 
based  services  in  the  event  that  those  services  would  cost  more  than  maintaining  an 
individual  in  an  institution  (Kentucky,  Montana,  Nevada,  Oregon).  Reasons  given  for  not 
requesting  the  right  to  deny  more  costly  home  and  community  services  varied.  Kentucky's 
respondent  said  that  they  considered  such  a  request  in  their  proposal  as  unnecessary 
because  their  prior  authorization  process  for  their  elderly  and  disabled  population  pre- 
determines that  no  set  of  home  and  community  services  could  possibly  cost  more  than 
institutional  care.  Of  the  other  three  states  not  requesting  the  right  to  deny  services  to 
clients  who  could  be  served  with  less  expense  in  institutions,  two  targeted  only  mental 
retardation  groups  (Montana,  Nevada)  and  one  state's  target  group  included  aged,  mentally 
retarded  and  mentally  ill  people  (Oregon).  Regarding  the  former,  the  reasons  given  for 
not  seeking  such  a  waiver  were  generally  that  the  costs  of  the  proposed  home  and 
community-based  services  are  generally  known  and  are  so  consistently  below  those  of 
institutional  services  that  the  few  cases  that  might  deviate  from  this  tendency  would  not 
significantly  affect  the  feasibility  of  the  plan.  Oregon,  too,  felt  that  the  specific  services 
that  they  would  be  offering  in  their  plan  would  seldom,  if  ever,  have  aggregate  costs 
that  were  greater  than  institutional  costs. 

D       SERVICES  OFFERED 
1.  General 

The  statute  specifies  seven  services  that  the  states  may  offer: 

o       case  management 

o       homemaker  services 

o       home  health  aide  services 

o       personal  care  services 

o       adult  day  health  services 

o       habilitation  services 

o       respite  care 

The  regulations  contain  brief  discussions  of  each  of  the  seven  services  for  purposes 
of  suggesting  ways  in  which  the  states  might  begin  to  develop  a  waiver  request,  but  there 
are  no  specific  definitions  provided.  States  are  given  wide  latitude  in  defining  the 
services,  but  must  provide  HCFA  with  information  regarding  how  they  intend  to  define 
their  services. 
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In  addition,  the  statute  indicates  that  states  may  offer  other  services  approved  by 
the  Secretary.  Examples  of  other  services  that  the  Secretary  might  approve  were  cited  in 
the  regulations  and  include:  nursing  care,  medical  equipment  and  supplies,  physical  and 
occupational  therapy,  speech  pathology  and  audiology,  and  minor  physical  adaptations  to 
the  home.  In  order  for  such  services  to  be  approved,  the  state  must  demonstrate  that  the 
services  are  necessary  to  avoid  institutionalization  and  that  they  are  cost-effective. 

The  statute  specifically  prohibits  payment  for  room  and  board  under  the  waiver. 
However,  the  regulations  make  two  exceptions  to  this  rule.  Based  on  language  in  the 
Conference  Report  that  indicated  that  the  Congress  was  aware  that  room  and  board  are 
integral  parts  of  respite  care  and  that  meals  are  an  integral  part  of  adult  day  health 
services,  the  regulations  permit  federal  financial  participation  for  room  and  board  under 
those  specific  circumstances. 

In  reviewing  the  services  components  of  waiver  applications  and  through  subsequent 
interviews  with  state  personnel,  five  major  points  emerged.  These  points  are  briefly 
introduced  here  and  will  be  presented  in  more  detail  as  part  of  the  discussion  of  each 
particular  service. 

a)  Simple  counts  of  the  service  "labels"  requested  tell  little  about  the  nature  and 
extensiveness  of  the  program  offered.  First,  because  states  were  given  considerable 
latitude  in  how  they  operationally  define  the  basic  seven  services  and  all  "other  services," 
there  is  a  great  deal  of  variability  in  the  actual  meaning  of  a  common  service  label  among 
states.  The  reverse  is  also  true—states  often  use  different  labels  to  define  the  same 
service.  Second,  the  level  of  training  or  skill  required  of  the  individual  performing  a 
particular  service  also  varies  among  states.  Third,  states  target  the  same  service  to 
different  subpopulations.  For  example,  Rhode  Island's  adult  day  care  program  specifically 
excludes  persons  having  a  history  of  behavior  problems.  In  contrast,  Vermont's  adult  day 
program  was  specifically  designed  for  persons  with  mental  disabilities. 

These  differences  will  have  an  obvious  impact  on  the  relative  cost  of  the  various 
programs  and  may  also  have  an  impact  on  quality  and  effectiveness.  In  an  attempt  to 
partially  overcome  this  labeling  problem,  project  staff  developed  a  summary  table  (see 
Table  III— 2  below)  of  requested  services  that  was  based  upon  written  service  definitions  in 
the  state's  waiver  application  and  state  respondents'  interpretation  of  these  definitions. 
Thus,  for  example,  if  a  state's  definition  of  personal  care  included  tasks  that  were 
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commonly  included  under  homemaker  and  home  health  aide  services  as  well  as  those 
commonly  defined  as  personal  care,  then  that  state's  entries  in  Table  III-2  would  show  that 
they  planned  to  provide  three  services  (homemaker,  home  health  aide  services,  and 
personal  care)  rather  than  just  the  one  service  (personal  care).  While  this  includes  a 
certain  amount  of  subjectivity  by  the  authors,  we  feel  it  gives  the  reader  a  much  better 
sense  of  what  is  actually  being  proposed.  A  summary  of  waiver  applications  prepared  by 
HCFA  indicating  the  actual  services  labels  originally  requested  by  these  states  is 
presented  in  Appendix  A. 

The  one  exception  to  the  way  services  are  treated  in  Table  III— 2  is  case  manage- 
ment. If  a  state  did  not  specifically  request  case  management  as  a  separate  service,  it 
does  not  appear  on  the  table,  even  though  a  service  provider  such  as  a  home  health  aide  or 
personal  care  worker  might  be  carrying  out  some  of  the  functions  of  the  case  manager. 
Indeed,  the  authors  believe  that  the  nature  and  structure  of  the  case  management  process 
is  so  central  to  the  success  of  the  2176  program  that  it  is  discussed  as  a  separate  topic 
and  is  not  included  in  the  discussion  of  services. 

For  the  reader  interested  in  examining  in  greater  detail  the  variations  in  service 
definitions  contained  in  the  waiver  applications,  Appendix  E  provides  detailed  service 
descriptions.  The  discussion  in  this  appendix  includes  the  more  "common"  definition  of 
the  service  used,  examples  of  variations  from  the  norm,  the  number  of  states  requesting 
that  service,  and  any  other  aspects  of  the  service  definition  or  target  group  of  the  service 
that  might  have  implications  for  cost  effectiveness. 

b.  Some  states  which  already  offer  a  particular  service  under  their  Medicaid 
program  found  it  advantageous  to  offer  it  under  the  waiver  with  a  slightly  less  restrictive 
definition.  For  example,  a  state  which  covers  personal  care  under  its  state  plan  is 
required  to  provide  that  service  under  the  supervision  of  a  registered  nurse.  Some  states 
wished  to  provide  personal  care  services  in  a  different  fashion  under  the  supervision  of  a 
qualified  mental  retardation  professional.  They  therefore  sought  a  waiver  for  this 
service.  Their  argument  was  that  a  qualified  mental  retardation  professional  is  generally 
better  able  to  supervise  services  provided  to  mentally  retarded  clients  and  will  be  less 
expensive  since  they  will  already  be  providing  highly  related  services  to  them.  In  the 
sections  that  follow,  cases  such  as  this  will  be  highlighted. 
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c.  While  "residential  care"  per  se  is  not  an  allowable  service  category,  all  but  one 
MR  waiver  plan  and  nearly  half  of  the  aged/ disabled  waiver  plans  provide  for  full-time 
care  for  recipients  who  reside  in  non-Medicaid  supervised  residential  facilities.  This 
approach  to  the  use  of  2176  recognizes  the  important  link  that  specialized  housing  plays  in 
LTC  and  at  the  same  time  provides  for  its  funding  by  sources  other  than  Medicaid. 

d.  Several  states  have  established  service  utilization  control  via  limits  on  service 
frequency,  duration  and/or  costs.  In  some  cases  the  case  manager  must  verify  that  a 
particular  service  cannot  be  provided  by  an  informal  helper. 

e.  A  few  states  have  been  rather  creative  in  the  use  of  "other"  services  that 
appear  to  be  inexpensive  and  may  prove  to  be  very  effective.  Some  of  these  include 
moving  services,  electronic  emergency  response  systems,  crisis  intervention  programs, 
and  preventative  medical  care  not  covered  in  the  state  Medicaid  plan. 

2.      Services,  "Residential  Care,"  and  the  2176  Target  Population 

The  regulations  that  implement  the  Home  and  Community-Based  Services  Program 
note  that: 

until  PL  97-35,  the  Omnibus  Reconciliation  Act,  was  signed  on 
August  13,  1981,  the  Medicaid  program  provided  little  coverage  for 
long-term  care  services  in  a  non-institutional  setting,  but  offered  full 
or  partial  coverage  for  such  care  in  an  institution. ..Many  elderly, 
disabled  and  chronically  ill  people  live  in  institutions  not  for  medical 
reasons,  but  because  of  the  paucity  of  health  and  social  services 
available  to  them  in  their  homes  or  communities. 

However,  for  the  purposes  of  this  program,  an  individual's  care  is  considered  to  be 
"institutional"  or  "non-institutional"  based  not  on  how  such  service  recipients  live,  but 
instead  on  where  they  live.  People  living  in  Title  XIX  certified  and  reimbursed  facilities 
are  considered  to  be  receiving  institutional  services,  people  not  in  Title  XIX  facilities  are 
receiving  non-institutional  services.  Therefore,  it  is  important  to  emphasize  that  many  of 
the  persons  receiving  home  and  community-based  services  are  in  long-term  residential 
placements,  some  aspect  of  which  (although  by  regulation  not  room  and  board)  is  funded 
as  a  waiver  service.  This  residential  care  is  frequently  imbedded  under  basic  service 
categories  such  as  "personal  care"  or  "habilitation"  for  individuals  living  in  non  Title  XIX 
certified  facilities. 
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It  is  clear  that  if  residential  care  in  non-Title  XIX  certified  placements  had  been 
one  of  the  basic  services  authorized  by  Section  2176,  it  would  have  been  one  of  the  most 
frequently  sought.  Not  surprisingly,  the  states  providing  exclusively  home-based  services 
do  so  only  for  the  elderly/disabled  populations,  since  it  is  for  them  that  the  provision  of 
assistive  services  is  most  likely  to  make  the  difference  between  dependence  and 
independence.  While  about  half  of  the  states  requesting  home  and  community-based 
services  for  elderly/ disabled  people  included  no  residential  component,  only  one  state 
requesting  a  waiver  for  services  to  developmentally  disabled  people  had  no  provision  for 
residential  care. 

3.      Utilization/Cost  Restrictions 

In  order  to  limit  the  volume  of  claims  submitted  under  their  waiver  programs,  most 
states  have  targeted  services  to  specific  population  groups  by  waiving  the  Medicaid 
comparability  requirement  and/or  have  set  a  maximum  value  on  the  community-based 
services  any  one  recipient  can  have  covered  under  the  waiver  program.  However,  other 
methods  are  mentioned  by  states  in  the  applications  or  interviews. 

a.  States  with  limitations  on  total  cost  of  care 

All  of  the  states  indicated  that  cost  was  a  consideration  in  the  decision  whether  to 
provide  home  and  community-based  services  to  an  individual  client.  Most  states  require 
that  the  cost  of  home  and  community-based  care  be  less  than  a  specified  percentage  of 
institutional  care.  Washington,  West  Virginia,  and  Louisiana  have  set  a  standard  of  80%  of 
nursing  home  care.  Utah,  New  York,  and  Connecticut  use  a  75%  standard,  and  Kansas 
uses  a  90%  standard.  As  is  discussed  elsewhere  in  this  paper,  the  denial  of  community- 
based  services  if  such  services  are  estimated  to  cost  more  than  institutional  care  varies 
among  the  states.  Many  of  the  states  are  flexible  and  will  provide  the  services  if  there  is 
reason  to  believe  that  eventually  costs  can  be  reduced  as  the  client  improves  or  adapts. 
Further,  the  impact  of  this  type  of  policy  and  the  state's  ability  to  target  services  on 
those  individuals  with  the  greatest  likelihood  of  being  institutionalized  is  unclear. 

b.  Service  utilization  limitations 

Because  the  states  are  able  to  limit  the  cost  of  the  total  service  package,  there  does 
not  seem  to  be  a  great  need  for  instituting  limitations  on  the  utilization  of  particular 
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services.  However,  there  are  several  instances  in  which  this  is  done.  For  instance,  in 
Colorado,  mentally  retarded  or  mentally  ill  clients  currently  in  independent  living  can 
receive  no  more  than  two  homemaker  visits  per  week  for  an  average  of  four  hours  per 
visit.  New  clients  recently  placed  into  independent  living  can  receive  no  more  than  three 
visits  per  week  for  an  average  of  four  hours  per  visit.  In  West  Virginia,  the  period  of 
respite  care  may  not  exceed  30  days.  In  North  Carolina,  home  mobility  aides  (ramps,  grab 
bars,  etc)  may  not  exceed  $300  per  client  year  without  prior  approval  of  the  Medicaid 
agency. 

E.      ASSESSMENT  AND  CASE  MANAGEMENT 

In  many  ways,  assessment  and  case  management  represent  the  general  management 
structure  within  which  home-  and  community-based  services  will  be  provided.  This 
management  structure  determines  who  gets  into  the  program  (client  targeting)  and  the 
types  and  quantities  of  services  they  receive  (resource  targeting).  Thus,  the  degree  of 
cost-effectiveness  that  a  program  obtains  can  be  greatly  affected  by  the  structure  and 
process  of  these  systems.  Initial  review  of  waiver  applications  showed  not  only  consider- 
able variability  among  states  regarding  their  proposed  assessment  and  case  management 
systems,  but  also  considerable  variability  in  the  amount  of  detail  that  was  provided 
regarding  them.  Even  after  telephone  interviews,  many  unanswered  questions  remained 
regarding  the  operational  characteristics  of  some  proposed  systems. 

3ecause  of  the  importance  of  this  information,  all  states  with  approved  waivers  as 
of  February  15,  1983  were  re-interviewed  approximately  six  months  after  their  initial 
interviews.  These  follow-up  interviews  dealt  almost  exclusively  with  issues  surrounding 
assessment  and  case  management.  While  we  now  have  a  more  complete  inventory  of  the 
basic  structural  elements  of  each  of  these  states'  assessment  and  case  management 
systems,  a  more  in-depth  analysis  and  evaluation  of  them  should  be  conducted.  Hopefully, 
the  national  evaluation  of  the  2176  program  which  will  be  carried  out  in  the  near  future 
under  a  HCFA  contract  will  provide  detailed  information  about  these  critical,  yet  often 
neglected,  components  of  community-based  care  systems. 

1.  ASSESSMENT 

In  order  to  receive  approval  for  a  home-  and  community-based  waiver  program,  a 
state  must  assure  HCFA  that  the  persons  to  be  served  under  the  waiver  are  persons  who, 
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in  the  absence  of  a  waiver,  would  receive  the  level  of  care-  provided  in  a  SNF,  ICF,  or 
ICF/MR.  The  state  must  further  assure  that  it  has  an  objective  method  of  determining 
what  level  of  care  an  individual  requires. 

This  evaluation,  or  assessment,  procedure  actually  consists  of  the  following  three 

parts: 

o       level  of  care  determination; 

o       determination  of  suitability  for  community  care;  and 
o       plan  of  care  development. 

That  is,  the  waiver  program  must  first  determine  whether  or  not  an  individual  has 
need  of  SNF  or  ICF  level  care.  It  must  then  be  determined  if  this  individual's  needs  can 
be  met  in  the  community  through  the  use  of  waivered  services.  And  finally,  a  plan  of  care 
must  be  developed  for  the  client. 

In  this  section,  we  shall  discuss  some  of  the  ways  in  which  the  various  states  differ 
in  their  approach  to  assessment.  It  is  important  to  note  that  little  is  known  about  which 
assessment  models  are  effective  and  which  are  not.  For  example,  Knowlton,  Clauser,  and 
Fatula  (1982)  reviewed  nursing  home  pre-admission  screening  programs  and  found  little 
uniformity  in  the  structure,  in  the  delegation  of  organizational  responsibility,  in  the 
minimal  staffing  skills  necessary  for  the  performance  of  responsibilities,  in  who  monitors 
the  placement  determinations,  or  in  how  the  information  obtained  from  the  various 
assessment  instruments  is  converted  into  a  placement  decision  and  plan  of  care.  These 
investigators  also  pointed  out  that  further  research  should  focus  on  how  variations  in 
these  areas  influence  the  effectiveness  of  pre-admission  screening  programs.  In  a  study 
of  community-based  long-term  care  demonstration  projects,  Greenberg,  Doth,  and  Austin 
(1931)  report  similar  findings  regarding  the  assessment  process  used  in  these  demonstration 
projects.  Nevertheless,  these  and  other  researchers  speculate  that  certain  aspects  of  an 
assessment  program  may  affect  program  costs  and  effectiveness.  In  particular,  organiza- 
tional auspices,  location  of  reponsibility,  assessment  team  composition,  and  selection  and 
use  of  assessment  instruments  are  often  cited  as  assessment  program  variables  that  may 
have  important  impacts  on  program  outcomes.  Each  of  these  is  discussed  below. 

a.      Organizational  Auspices  and  Responsibililty 

As  discussed  above,  HCFA  views  assessment  as  having  three  components  -  the  level 
of  care  determination,  the  determination  of  suitability  for  community-based  care,  and  the 
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development  of  a  care  plan.  As  shown  in  Table  III-3  below,  many  states  not  only  view 
these  three  activities  as  separate,  but  in  approximately  45%  of  the  programs  the  three 
components  are  carried  out  by  different  organizations  or  levels  of  government. 

In  Georgia,  for  example,  the  Georgia  Medical  Care  Foundation  provides  the 
certification  of  the  need  for  the  level  of  care  provided  in  a  SNF  or  ICF  for  each 
individual.  Then  an  Alternative  Health  Services  field  team  from  the  Department  of 
Human  Resources  does  a  screening  and  evaluation  to  determine  if  the  applicant's  needs 
can  be  adequately  met  through  community-based  care.  If  so,  the  applicant  is  referred  to 
a  provider  who  develops  a  plan  of  care. 

In  the  remaining  55%  of  the  programs,  the  three  functions  are  done  by  the  same 
organization  or  level  of  government.  Often,  however,  it  is  a  different  division  or  unit  that 
does  each  task.  Under  New  Jersey's  program  for  the  developmentally  disabled,  for 
instance,  all  three  functions  are  performed  by  the  Division  of  Mental  Retardation  in  the 
New  Jersey  Department  of  Human  Services.  However,  the  level  of  care  and  suitability 
determinations  are  made  at  the  regional  level  by  the  intake  unit.  The  plan  of  care  is 
developed  by  the  case  management  unit. 

Whether  the  three  functions  are  performed  by  the  same  organization  or  level  of 
government  will  likely  depend  on  variation  in  state  government  structure  and  the 
evolutionary  development  of  the  roles  and  responsibilities  of  the  various  state  entities. 
The  question  of  whether  or  not  they  should  be,  however,  raises  an  important  management 
issue.  Having  all  the  determinations  made  by  the  same  organization  is  clearly  an  efficient 
and  streamlined  system.  However,  under  such  a  system  the  important  checks  and 
balances  may  be  lost.  The  impact  of  making  one  choice  over  the  other  has  yet  to  be 
explored  and  should  be  an  area  for  future  study. 

i.       Provider  involvement 

As  shown  in  Table  III— 3,  a  number  of  states  use  the  provider  to  assist  in  the 
assessment  process.  The  level  of  care  determination  and  the  determination  of  whether  or 
not  a  client  is  appropriate  for  community-based  care  are  important  gatekeeping  functions. 
Allowing  providers,  who  may  have  a  financial  incentive  for  getting  a  recipient  into  the 
care  system,  to  make  these  decisions  may  be  a  costly  course  of  action.  On  the  other 
hand,  it  is  often  the  provider  who  knows  the  client  best  and  is  in  the  best  position  to  make 
a  well-informed  assessment  of  the  client. 
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TABLE  m-3 


ORGANIZATIONAL  AUSPICES  AND  RESPONSIBILITY 
FOR  ASSESSMENT  PROCESS 


LEVEL  OF  CARE 

SUITABILITY  FOR 

PLAN  OF  CARE 

STATE 

DETERMINATION 

COMMUNITY  CARE 

DEVELOPMENT 

CA  (MR) 

NP, 
NP\2 

NP 

NP 

CO  (A/D) 

L, 

L, 

CT  (A/D) 

NP° 

NP° 

NP° 

FL (A/D) 

L/P^ 

L/P 

L/P^ 

FL (M/R) 

S 

P/NP 

S 

S 

GA  (A/D) 

S 

P 

HI  (MR) 

S2 

s. 

S- 

IA  (A/D) 

NP 

NPJ 

NP"5 

KS  (A/D  Sc  MR) 

S^ 

S 

S 

KY  (A/D) 

NP 

S  9 

5 

KY  (MR) 

5  9 

S/P* 

P 

LA  (A/D  &  .MR) 

S/PS 

P 

P 

MN  (A/D) 

L 

L 

L 

MO  (A/D) 

5 

S 

S 

MT  (MR) 

NV  (MR) 

S 

s 

S 

NJ  (A/D) 

NY  (A/D) 

s/p\9 

L/P3 
L,  P,  NP 

1 1 

L,  P,  NP 

NC  (A/D) 

S/PS 

OR  (A/D) 

t 

OR  (MR) 

s> 

RI  (A/D) 

S/P 

P 

SC  (A/D) 

S/P* 

s 

S 

SD  (MR) 

5/P3 

s 

P 

UT  (A/D) 

S 

s 

S/P 

VT  (MR) 

NP 
S,  L/P10 

NP  in 
5,  L/P 

NP 
S,  L/P10 

VA  (A/D) 

WA  (A/D) 

s9 

S 

S 

\VV  (A/D) 

S/P9 

s 

S 

KEY; 

L      =  Local  government  (County,  city) 

NP   =  Non-provider  community  organization 

P     =  Provider 

S      =  Unit  of  State  Government 
NOTES: 

1.  Program  consists  of  closing  one  small  ICF-MR.  State  has  already  determined  level 
of  care  and  suitability. 

2.  Iowa  Foundation  for  Medical  Care. 

3.  Iowa  Gerontology  Model  Project. 
'4,      KY  PSRO 

5.  Area  agency  on  aging  or  provider  under  contract  to  them. 

6.  CT  Community  Care,  Inc.  -  free  standing  screening  and  case  management  organiza- 
tion. 

7.  County  acts  as  extension  of  state  mental  health  department. 
S.       Provider  fills  out  assessment  form  and  state  signs  off. 

9.  Providers  must  be  part  of  Long  Term  Home  Care  Program  (LTHCP). 

10.  Personal  physician  or  discharge  planner  is  on  the  team  if  person  is  coming  from  the 
hospital. 

11.  County  has  authority  to  delegate  to  provider  or  non-provider  community  organiza- 
tion. 

12.  PSRO. 

13.  GA  Medicai  Care  Foundation. 

14.  Hospital  personnel  initiate  and  State  reviews. 
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States  may  encounter  political  difficulties  as  they  implement  new  systems  that  may 
seem  to  infringe  on  what  providers  view  as  their  responsibility.  Knowlton,  Clauser  and 
Fatula  (1982)  cite  as  one  such  problem  the  opposition  by  some  hospitals  which  perceive 
pre-admission  screening  as  a  duplication  of  hospital  discharge  planners'  activities  or  as 
diminishing  the  role  and  function  of  hospital  staff.  North  Carolina  has  attempted  to  deal 
with  this  problem.  If  an  individual  is  in  a  hospital,  the  screening  may  be  done  by  hospital 
discharge  planners  in  consultation  with  the  lead  administrative  agency.  According  to 
North  Carolina's  waiver  application,  "This  insures  that  present  activities  of  the  hospital 
discharge  planners  are  enhanced  through  ties  with  community  human  service  agencies 
seeking  to  divert  individuals  from  nursing  home  care." 

It  is  interesting  to  note  that  there  are  major  differences  between  programs  for  the 
aged  and  for  the  mentally  retarded  with  respect  to  whether  they  include  providers  in  the 
assessment  function.  Approximately  56%  of  the  programs  for  the  aged/ disabled  and  only 
18%  of  the  programs  for  the  mentally  retarded  allow  providers  to  perform  the  level  of 
care  determination  or  to  serve  on  the  team  that  makes  that  decision.  This  disparity  is 
especially  surprising  when  one  considers  that  it  is  primarily  the  programs  for  the  elderly 
that  are  concerned  about  their  abilities  to  properly  target  services  to  the  appropriate 
individuals.  Yet,  in  spite  of  this  concern,  over  half  of  the  programs  for  the  elderly  are 
willing  to  allow  providers,  who  may  have  a  financial  incentive  to  recommend  services,  to 
make  this  important  gatekeeping  decision.  One  obvious  reason  for  this  difference, 
however,  is  that  historically  states  have  more  often  been  direct  providers  of  services, 
including  health  care,  for  the  developmentally  disabled,  than  they  have  been  for  the 
elderly  population. 

Approximately  18%  of  the  programs  for  the  mentally  retarded  and  38%  of  the 
programs  for  the  aged  involve  the  provider  in  the  decision  as  to  whether  or  not 
community-based  care  is  a  suitable  alternative  to  institutional  care. 

The  provider  develops  the  plan  of  care  in  approximately  50%  of  the  aging  programs 
and  27%  of  the  mental  retardation  programs.  Again,  a  potential  conflict  exists.  Almost 
all  states  indicate  that,  when  possible,  informal  care  should  be  used  first.  Yet  it  is  in  the 
provider's  interest  to  provide  as  much  formal  care  as  possible,  up  to  the  cost  limitation. 
Allowing  the  provider  to  determine  how  many  resources  a  client  should  get  may  result  in 
over-utilization  of  formal  services. 
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The  authors  recommend  that  the  issue  of  the  cost  impact  of  provider  involvement  in 
the  assessment  process  be  a  central  study  objective  of  the  national  evaluation. 

ii.      Team  vs.  individual 

Another  program  issue  is  whether  the  level  of  care  determination  should  be 
conducted  by  an  individual  or  a  team  and  what  the  qualifications  of  such  individuals  should 
be.  The  more  individuals  that  are  involved  in  the  process  and  the  higher  their 
qualifications,  the  more  costly  such  a  process  becomes.  However,  if  a  state  feels  that  a 
team  with  professional  qualifications  can  render  a  more  accurate  decision,  it  may  find  the 
additional  expense  to  be  cost  effective. 

Table  III-4  below  shows  the  variation  among  states  in  composition  (team  vs. 
individual)  and  qualifications  of  the  persons  making  the  level  of  care  decision.  Except  for 
Louisiana,  which  has  a  joint  aging/mental  retardation  program,  all  level  of  care 
determinations  for  mental  retardation  programs  are  done  by  a  team.  In  contrast,  45%  of 
the  elderly  programs  use  an  individual  to  make  that  decision. 

Programs  which  use  a  team  to  make  the  level  of  care  determination  almost  always 
require  that  a  registered  nurse  and  a  social  worker  be  on  the  team.  In  approximateley 
32%  of  the  teams  a  physician  is  also  involved. 

In  about  half  of  the  programs,  the  number  or  qualifications  of  the  persons  making 
the  decision  may  vary.  Generally  this  means  that  the  individual  or  team  designated  to 
make  the  determination  may  choose  to  bring  on  additional  consultants,  if  it  is  deemed 
necessary.  The  consultant  might  be  a  psychologist,  neurologist,  or  any  other  professional 
whose  expertise  would  be  helpful  in  making  the  decision.  These  states  believe  that 
flexible  team  composition,  if  used  appropriately,  can  provide  the  necessary  expertise  for 
complex  cases  yet  provide  for  economies  when  dealing  with  simpler  cases. 

b.      Assessment  instrument 

The  assessment  instrument  is  the  basic  source  document  for  making  placement  and 
resource  allocation  decisions.  It  can  is  also  be  an  important  source  of  program  evaluation 
data. 
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TABLE  m-4 

WHO  PERFORMS  LEVEL  OF  CARE  DETERMINATION? 


DOES 


INDIVIDUAL 

QUALIFICATIONS 

COMPOSITION 

STATE 

OF  TEAM 

OF  BASIC  TEAM 

VARY 

CA  (MR) 

T 

RN,  MD,  SW 

Y 

CO  (A/D) 

T 

RN,  MD 

N 

CT  (A/D) 

I 

SW/RN 

N 

FL  (A/D) 

T 

SW,  RN,  MD 

N 

FL  (MR) 

T 

SW, PSY,  RN 

Y 

GA  (A/D) 

I 

RN 

N 

HI  (MR) 

T 

SW,  PSY,  Q 

Y 

IA  (A/D) 

I 

SW,  RN 

Y 

KS  (A/D  &  MR) 

T 

SW,  RN 

N 

KY  (A/D) 

I 

RN 

Y 

KY  (MR) 

T 

RN,  SW 

Y 

LA  (A/D  &  MR) 

I 

MD 

N 

MN  (A/D) 

T 

RN,  SW 

N 

NO,  (A/D) 

T 

CW,  MD 

Y 

Ml  (MR) 

NV  (MR) 

T 

RN,  MD,  SW 

Y 

NJ  (A/D) 

T 

SW,  PSY 

Y 

NY  (A/D) 

I 

MD 

Y 

NC  (A/D) 

T 

SW,  RN 

Y 

OR  (A/D) 

T 

SW,  RN,  CW 

N 

OR  (MR) 

T 

P,Q 

Y 

RI  (A/D) 

I 

SW,  RN 

Y 

SC  (A/D) 

T 

RN,  SW 

Y 

SD  (MR) 

T 

NS 

Y 

UT  (A/D) 

T 

RN,  SW,  MD 

N 

VT  (MR) 

i/y 

Q,  SW,  SE 

Y 

VA  (A/D) 

SW,  RN,  MD 

Y 

WA  (A/D) 

SW,  RN 

Y 

WV  (A/D) 

T 

SW,  MD 

N 

KEY; 

CW  =  Case  worker  or  service  worker  (usually  BA  only) 

NS   =  Not  specified 

P     =  Provider 

PSY  =  Psychologist 

Q     =  Qualified  mental  retardation  person 

RN  =  Registered  Nurse 

SE    =  Special  education  counselor 

SW  =  Social  Worker  (usually  MSW) 

NOTES: 

1.  It  is  a  team  if  person  is  coming  from  the  community.    If  person  is  coming  from 
hospital  it  is  the  discharge  planner. 

2.  May  not  work  together,  but  both  have  input. 

3.  Program  consists  of  closing  one  small  ICF-MR.  Level  of  care  determination  already 
complete. 
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As  shown  in  Table  111-5,  only  four  states,  all  of  them  with  programs  for  the  aged, 
(Kansas,  Missouri,  Minnesota,  and  Rhode  Island)  developed  a  new  instrument  for  this 
waiver  program.  The  remaining  states  are  using  an  instrument  which  was  already  in  use  in 
the  state  for  some  other  purpose.  In  79%  of  the  aged  programs  and  36%  of  the  mental 
retardation  programs,  the  instrument  was  being  used  as  part  of  the  state's  ongoing  pre- 
admission screening  program. 

All  of  the  instruments  in  use  collect  data  on  activities  of  daily  living  behavioral 
problems,  and  mental  status.  All  but  two  of  the  instruments  include  activities  of  daily 
living.  The  fact  that  the  instruments  use  these  "non-medical"  criteria  reflects  a  growing 
awareness  that  in  long-term  care  functional  status  is  as  important,  if  not  more  important, 
than  medical  diagnosis  for  purposes  of  evaluating  care  needs.  Indeed,  while  all  states 
collect  data  on  medical  diagnosis,  most  indicated  that  they  do  not  rely  too  heavily  on  that 
one  component. 

A  person's  ability  to  function  in  the  community  and  the  cost  of  keeping  him  or  her  in 
the  community  is  also  related  to  the  social  resources  available  to  the  client  (living 
arrangement  and  informal  care)  and  the  nature  of  the  individual's  dwelling  (living 
environment).  Approximately  70%  of  the  programs  collect  information  on  these  criteria 
in  the  assessment  process. 

c.      Criteria  for  Level  of  Care  and  Suitability  Determination 

The  2176  waiver  program  was  designed  to  serve  only  those  individuals  who  would  be 
institutional  residents  were  it  not  for  the  availability  of  these  waivered  services. 
Research  is  beginning  to  indicate  that  social  and  environmental  factors  have  a  strong 
impact  on  the  likelihood  of  institutionalization.  Yet  in  spite  of  the  fact  that  70%  of  the 
programs  collect  data  on  social  and  environmental  factors,  only  approximately  56%  use 
that  information  in  making  the  level  of  care  determination  (see  Table  III-6,  below). 
Interestingly,  70%  of  the  mental  retardation  programs  and  only  37%  of  the  aging  programs 
use  that  information  in  the  level  of  care  decision.  If  and  how  these  factors  are  brought 
into  either  the  level  of  care  or  the  suitability  of  institutional  care  decision-making 
process  not  only  raises  a  series  of  legal  and  equity  issues  but  is  also  likely  to  have  an 
effect  on  waiver  program  targeting  and  expenditure  levels. 
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In  an  attempt  to  make  the  assessment  process  more  objective,  a  few  states  are 
moving  away  from  sole  reliance  on  professional  judgment  and  are  using  a  numerical  score 
for  making  the  level  of  care  determination.  These  programs  are  in  New  York,  Missouri, 
Minnesota  (in  some  counties),  Florida  (for  the  aged  program),  and  Colorado.  New  York 
and  Missouri  use  a  numerical  rating  system  in  which  a  score  above  a  particular  point 
signifies  the  need  for  institutional  care.  In  Florida,  the  numerical  score  is  used  to  verify 
the  professional  judgment.  In  Colorado  the  instrument  yields  a  numerical  score,  but  it  is 
combined  with  a  narrative  description  in  making  the  final  determination. 

1.  Cost 

One  protection  many  states  use  against  cost  overruns  is  to  automatically  deny 
community  care  if  the  initial  care  plan  indicates  that  the  projected  cost  of  care  in  the 
community  would  be  greater  than  the  cost  of  keeping  that  individual  in  an  institution.  As 
shown  in  Table  III-6,  approximately  46%  of  the  states  do  this.  Of  the  remaining  states, 
many  of  them  may  also  deny  community-based  services  if  the  cost  is  greater  than 
institutional  care,  but  those  states  indicated  a  desire  to  make  a  more  flexible  decision 
based  on  a  variety  of  factors  including  whether  it  appears  that  the  cost  of  community- 
based  care  could  be  reduced  over  time,  so  as  to  ultimately  render  such  care  cost- 
effective.  The  cost-effectiveness  of  permitting  persons  into  the  program  whose  care  is 
initially  more  expensive  than  nursing  home  care  is  another  area  that  should  be  examined 
as  the  programs  gain  experience. 

ii.  Reassessment 

Most  states  require  that  the  level  of  care  determination  be  reassessed  at  regular 
intervals.  Approximately  43%of  the  programs  require  such  a  reassessment  every  six 
months,  and  25%  require  it  annually.  In  the  remaining  states,  the  schedules  vary.  In  Iowa, 
for  instance,  the  first  reassessment  is  made  after  30  days  and  then  as  determined  by  the 
care  plan.  In  Kansas,  a  reassessment  is  done  only  if  specified  by  the  case  manager. 

2.  CASE  MANAGEMENT 

Case  management  is  the  service  most  often  included  in  a  state's  2176  waiver 
request.  Twenty-four  of  the  twenty-six  states  with  approved  waivers  have  requested  that 
case  management  be  included  as  a  specified  waivered  service. 
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Although  there  is  a  great  deal  of  variation  in  the  way  in  which  case  management  is 
defined,  we  find  general  agreement  among  the  states  that  case  management,  in  one  form 
or  another,  is  an  essential  component  of  an  effective  community-based  services  program. 
It  is  thought  that  most  clients  who  are  appropriate  for  community-based  services  can 
usually  be  diverted  from  institutional  care  only  by  the  provision  of  a  variety  of  services- 
some  provided  through  formal  networks,  others  through  informal,  family  and  neighborhood 
channels. 

The  fragmented  nature  of  the  service  delivery  system  in  most  states,  combined  with 
the  fact  that  many  individuals  have  no  effective  family  or  friend  advocates,  makes 
putting  together  a  package  of  suitable  services  a  difficult  task  for  most  clients  and  a  task 
that  many  nurses  and/ or  social  workers  have  had  neither  the  time  nor  training  to 
accomplish  effectively. 

New  York  indicated  in  its  application  that 

the  ability  of  the  program  to  appropriately  assess,  coordinate,  and 
provide  an  essential  package  of  services  to  meet  patient  needs  is 
largely  dependent  on  the  availability  of  case  management.  Without 
this  essential  component,  patient  care  might  be  fragmented,  more 
costly  and  non-wholistic  in  nature. 

Indeed  some  states  find  case  management  such  a  crucial  service  that  they  believe 
that  they  can  make  positive  changes  in  their  service  delivery  system  merely  by  the 
addition  of  case  management.  (The  National  Channeling  Demonstration  project  is  based, 
in  large  part,  on  this  belief.)  Iowa,  for  example,  plans  to  add  no  new  community-based 
services  at  this  time,  but  believes  that  the  provision  of  case  management  will  facilitate 
the  use  of  existing  community  resources. 

Vermont  stated  in  its  application  that, 

To  the  extent  that  service  coordination  enables  programs  to  be 
individually  tailored  to  clients'  needs— as  compared  with  the  tradi- 
tional all  or  none  alternative  of  institutional  care— it  is  viewed  as  an 
especially  cost-effective  intervention. 

Even  those  few  states  that  do  not  offer  case  management  as  a  formal  waivered  service 
recognize  its  importance.  Louisiana,  for  example,  performs  case  management  as  part  of 
hornemaker  services. 

The  regulations  implementing  the  2176  waiver  program  indicate  that  case  manage- 
ment is  commonly  understood  to  be  a  system  under  which  responsibility  for  locating, 
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coordinating,  and  monitoring  a  group  of  services  rests  with  a  designated  person  or 
organization.  In  an  aggregate  sense,  this  is  correct.  However,  there  are  a  number  of 
ways  in  which  states  differ  in  their  conceptualization  of  case  management.  Three 
elements  of  case  management  vary  among  states  and  that  may  affect  the  performance  of 
a  case  manager:  responsible  organization;  qualifications  of  the  case  manager;  and  the 
responsibilities  and  authority  of  the  case  manager. 

It  should  be  noted  that  once  again  variations  between  mental  retardation  and  aging 
programs  were  observed.  The  states  have  had  more  experience  in  providing  case 
management  to  mentally  retarded  clients.  Many  states  have,  over  the  past  several  years, 
deinstitutionalized  large  numbers  of  mentally  retarded  persons.  Finding  suitable  alterna- 
tives to  institutional  care  and  tracking  those  individuals  to  determine  the  success  of  the 
placement  have  required  that  states  develop  case  management  systems  for  mentally 
retarded  target  groups. 

Many  states  have  not  yet  developed  a  case  management  model  for  aged  persons. 
Until  recently,  they  were  either  placed  in  nursing  homes  or  they  stayed  at  home.  If  they 
lived  at  home,  it  was  generally  their  responsibility,  perhaps  with  the  assistance  of  a  social 
worker,  to  find  support  services.  But  the  service  delivery  system  for  elderly  people  was 
highly  fragmented  and  social  workers  were  often  neither  trained  nor  had  the  time  to  work 
extensively  with  elderly  clients  to  arrange  services.  Furthermore,  this  case  management 
was  generally  done  as  part  of  the  delivery  of  a  specific  service  from  a  specific  agency 
rather  than  as  a  separate  function  of  managing  and  coordinating  all  resources  associated 
with  the  clients'  care  needs.  This  is  beginning  to  shift.  Some  states  are  designing  models 
of  case  management,  assigning  specific  individuals  to  the  task,  and  providing  them  with 
the  time,  training  and  resources  to  do  an  adequate  job. 

A  major  management  issue  that  surrounds  the  use  of  case  management  is  that  of 
goal  conflict.  That  is,  "Whose  agent  is  the  case  manager?"  The  case  manager  can  be 
viewed  as  the  allocator  of  home  care  resources—the  guardian  and  distributor  of  the 
budget.  The  case  manager  can  also  be  seen  as  the  advocate  of  the  client  whose  goal  is  to 
get  the  client  as  many  resources  as  possible.  Finally,  in  situations  where  the  case 
manager  is  employed  by  a  service  provider,  the  provider  agency  might  view  the  case 
manager  as  a  link  to  "service  dollars."*     To  the  degree  one  role  predominates,  it  will 


*This  issue  was  also  raised  in  a  recent  Urban  Institute  report  (Krieger,  Weissert,  Cohen, 
1982). 
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largely  determine  organizational  relationships,  levels  of  responsibility,  and  incentives  to 
be  cost  conscious. 

a.  Responsible  Organization  -  As  will  be  discussed  below,  in  many  instances  the 
case  manager  has  the  authority  to  determine  the  type  and  quantity  of  services  which  the 
client  will  be  authorized  to  use.  In  these  situations  the  case  manager  is  the  key  to  both 
resource  targeting  and  the  cost-effectiveness  of  the  program. 

Since  the  case  manager's  actions  will  probably  be  influenced  by  the  organization  he 
or  she  is  employed  by,  it  is  important  to  distinguish  among  programs  where  case  managers 
work  for  government  agencies  (state  or  local),  providers,  and  non-provider  community 
agencies. 

As  shown  in  Table  III-7  below,  in  approximately  53%  of  the  programs  the  responsible 
organization  is  governmental,  in  26%  it  is  a  provider,  and  in  15%  it  is  a  free  standing  non- 
provider  case  management  organization.  It  is  interesting  to  note  that  in  31%  of  the  aging 
programs  the  case  managers  are  employed  by  providers  whereas  in  only  18%  of  the  mental 
retardation  programs  are  they  provider  employees. 

b.  Who  is  the  case  manager?  -  South  Carolina  and  New  York  are  the  only  states 
to  designate  a  team  as  a  case  manager.  In  the  remaining  programs,  the  designated  case 
manager  is  an  individual.  However,  in  most  programs  the  case  manager  can  call  upon 
others  for  assistance  in  the  management  of  complex  cases.  The  qualifications  of  the  case 
managers  vary.  In  programs  for  the  aged,  38%  are  social  workers,  38%  are  social 
workers  or  registered  nurses,  12%  are  nurses,  and  12%  have  other  qualifications  or  the 
qualifications  are  not  specified.  For  mental  retardation  programs:  64%  are  Qualified 
Mental  Retardation  Professionals,  18%  are  social  workers,  and  18%  have  other  qualifica- 
tions or  the  qualifications  are  not  specified. 

As  was  discussed  above,  the  case  manager  makes  decisions  which  have  an  impact  on 
the  cost  of  an  individual's  course  of  treatment.  Although  most  case  managers  have 
professional  qualifications,  their  training  and  experience  may  not  have  prepared  them  for 
making  decisions  in  an  economic  framework.  Many  states  have  begun  providing 
specialized  training  for  case  managers.  Fifty-six  percent  of  the  aging  programs  and  73% 
of  the  mental  retardation  programs  have  been  or  are  preparing  to  provide  case 
management  training  (see  Table  III-7). 
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c.  Responsibilities  and  authority  of  the  case  manager  -  Each  client  participating 
in  the  waiver  program  must  have  a  plan  of  care  which  indicates  the  types  and  quantities 
of  services  that  she/he  will  receive.  In  some  programs  the  assessment  team  does  the  care 
plan  and  the  case  manager  is  appointed  to  implement  the  care  plan.  In  some  programs 
she/he  develops  the  care  plan  and  in  other  programs  the  assessment  team  develops  the 
plan  of  care  with  the  case  manager  serving  as  a  member  of  the  team  (see  Table  III-7). 

The  degree  to  which  the  case  manager  is  an  important  allocator  of  resources  and 
determiner  of  program  costs  clearly  is  related  to  his/her  relationship  to  the  care  planning 
process.  Furthermore,  the  degree  of  concern  over  having  a  provider  act  as  a  case 
manager  should  be  based  upon  the  extent  to  which  the  case  manager  has  the  authority  to 
determine  services.  If  the  provider  acts  as  case  manager,  but  is  only  authorized  to 
implement  a  plan  developed  by  others,  the  potential  conflicts  of  interest  are  minimized. 

As  shown  in  Table  III-7,  in  about  78%  of  the  programs,  the  case  manager  can  be  on 
the  assessment  team.  This  is  so  for  75%  of  the  aging  programs  and  82%  of  the  mental 
retardation  programs. 

In  approximately  52%  of  the  programs  (56%  of  aging  and  45%  of  mental  retardation 
programs)  the  case  manager  is  responsible  for  developing  the  care  plan.  (If  the  case 
manager  serves  on  the  assessment  team  and  the  team  develops  the  plan  of  care,  we  have 
not  considered  the  case  manager  to  be  responsible  for  developing  the  plan  of  care.) 

The  situation  which  gives  the  state  least  control  over  service  determination  and 
hence  cost  is  when  the  case  manager  is  the  employee  of  a  provider  agency  and  she/he  is 
responsible  for  determining  services.  This  situation  was  found  in  approximately  23%  of 
the  programs.  All  states  indicate  that  they  have  set  up  (or  are  in  the  process  of  setting 
up)  review  processes  to  guard  against  provider  abuse.  Clearly,  it  will  be  important  for 
states  to  evaluate  how  effective  their  systems  are  in  controlling  program  costs. 

F.  DISCUSSION 

It  would  be  useful  at  this  point  to  step  back  from  the  details  of  the  individual  waiver 
applications  and  identify  some  of  the  more  important  patterns  among  them.  Again,  we 
found  it  most  instructive  to  compare  both  the  nature  and  local  context  of  proposed  waiver 
programs  for  mentally  retarded/developmentally  disabled  people,  to  those  programs 
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designed  for  elderly  people.  The  comments  and  concerns  of  state  respondents  were  in 
many  ways  more  helpful  in  developing  this  section  than  were  the  applications  themselves. 
Often  a  state's  mental  retardation  and  aging  program  looked  very  similar  on  paper,  but 
conversations  with  state  personnel  revealed  vast  differences.  Similarly,  state  mental 
retardation  directors  often  had  very  different  opinions  and  concerns  about  the  2176 
program  than  did  state  Medicaid  personnel. 

o  SERVICE  SYSTEMS  FOR  MENTALLY  RETARDED  PEOPLE  ARE  WELL- 
DEVELOPED  COMPARED  TO  THOSE  FOR  ELDERLY  PEOPLE 

In  general  it  can  be  said  that  waivers  to  provide  home  and  community-based  services 
for  mentally  retarded  people  are  likely  to  build  upon  an  existing  well-developed  system  of 
residential,  habilitation  and  training  and  support  services.  Most  of  these  systems  are 
already  in  place,  are  available  statewide  and  can  be  implemented  without  delay. 

In  most  states,  work  has  been  underway  since  at  least  the  early  1970s  to  develop 
such  a  system  with  a  fairly  consistent  view  of  what  a  continuum  of  care  for  MR  persons 
should  be.  While  the  individual  components  of  the  system  may  differ  somewhat,  in 
general  there  is  agreement  that  institutional  care  is  rarely  the  most  appropriate  setting 
for  retarded  people  and  that  individuals  should  be  cared  for  in  the  least  restrictive 
environment. 

The  continuum  is  designed  to  serve  all  levels  of  retardation.  Although  the  programs 
cited  are  generally  already  in  place,  this  certainly  does  not  imply  that  refinancing  is 
commonly  taking  place.  What  seems  to  be  happening  is  that  severely  and  profoundly 
retarded  people  are  often  the  main  benefactors  of  the  2176  program  since  these  clients 
predominate  in  the  ICF/MR  facilities  and  it  is  they  who  will  be  moved  to  the  community. 
However,  a  number  of  authors  of  MR  waivers  noted  that,  while  their  waivers  may  focus  on 
the  severely/profoundly  retarded  people,  the  improvement  in  the  continuum  of  care  and 
the  expansion  of  services  in  the  community  will  affect  all  clients  in  the  system. 

However,  the  waiver  does  not  eliminate  long  standing  problems  of  existing  ICF/MRs, 
whether  state  or  privately  owned.  State  institutions  generally  represent  significant  pools 
of  public  employees  and  are  often  a  major  industry  in  the  small  towns  in  which  they  were 
established.  Private  ICF/MR  providers  in  a  few  states  represent  a  relatively  sizable  (and 
powerful)  component  of  the  residential  care  system.  States  are  reluctant  to  consider  new 
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types  of  residences  until  resolution  is  available  on  the  disposition  of  the  existing  beds. 
Therefore,  it  was  not  surprising  that  state  mental  retardation  waivers  tended  to  mesh 
with  previously  planned,  ordered  or  authorized  changes  in  public  and  private  ICF/MR 
facility  usage.  Until  there  is  resolve  in  the  states  resolve  (or  have  courts  resolve  for 
them)  the  issue  of  which  and  how  many  beds  will  be  available  for  the  persons  needing 
ICF/MR  or  alternative  residential  care. 

There  is  marked  contrast  to  many  of  the  systems  that  exist  for  aged  people.  At  this 
time,  there  is  no  generally  accepted  view  that  all,  or  even  most  states  share  about  the 
"best"  systems  of  care  for  their  elderly  clients.  While  there  may  be  a  general  feeling  that 
people  should  not  be  unnecessarily  institutionalized,  many  states  have  indicated  that  they 
lack  sufficient  knowledge  of  what  services  prevent  institutionalization  nor  do  they  know 
whether  or  not  such  a  program  can  be  cost-effective.  Almost  universally,  key  informants 
agreed  with  the  spokesperson  from  a  New  England  state  who  said: 

Interest  exists  in  developing  community  services  for  the  elderly  but 
the  service  system  is  not  as  well  conceptualized;  there  has  been  less 
thinking  about  how  to  move  to  less  institutionalized  programs. 

Indeed,  when  the  seven  states  that  received  waivers  for  groups  other  than  the  elderly 
were  asked  why  they  did  not  pursue  waivers  for  that  population,  six  indicated  that  the 
delivery  system  was  not  in  place. 

The  state  of  North  Carolina  has  an  approved  waiver  for  an  aging  program  and  has 
applied  for  a  waiver  for  a  mental  retardation  program.  The  two  programs  are  based  on 
two  different  approaches,  illustrative  of  the  different  approaches  we  found  nationwide.  In 
their  mental  retardation  program  North  Carolina  plans  to  tap  into  existing  providers  and 
existing  delivery  systems.  The  aging  program,  which  is  limited  to  eight  cities,  provides  a 
totally  new  structure  and  will  require  the  development  of  new  service  providers. 

o  WAIVER  PROGRAMS  FOR  THE  MENTALLY  RETARDED  TEND  TO  BE  MORE 
COMPREHENSIVE  THAN  THOSE  FOR  THE  ELDERLY 

Applications  for  the  aged  population  tend  to  cover  experimental  offerings  of  a  few 
specific  services,  often  to  people  in  specific  geographic  areas.  Several  states  that  asked 
for  many  services  for  elderly  people  indicated  to  us  that  they  would,  at  least  initially,  be 
using  only  a  few  of  them.  For  example,  Iowa  is  providing  case  management  in  Davenport 


only.  Utah  is  providing  a  relatively  broad  array  of  services,  but  is  limiting  them  initially 
to  a  small  number  of  persons  living  in  Salt  Lake  City  and  will  gradually  expand  the 
program  to  cover  Ogden,  Provo,  and  beyond,  as  providers  become  available.  The  states 
that  are  providing  limited  programs  for  aged  persons  have  done  so  for  a  number  of 
reasons.  Often,  services  do  not  currently  exist  so  services  and  providers  must  be 
developed.  Also,  many  states  are  anxious  to  take  a  careful  and  well  thought  out  approach 
to  designing  a  system  of  alternative  care  for  elderly  people  that  will  be  able  to  serve 
them  effectively  over  the  long  term.  In  order  to  do  this,  they  feel  that  they  must  obtain 
answers  to  crucial  questions  such  as  what  services  prevent  institutionalization,  what 
services  cost,  and  whether  they  are  cost-effective.  Iowa  is  an  example  of  a  state  which 
sees  their  waiver  program  as  a  demonstration  upon  which  they  hope  to  build  a  future 
model  once  many  of  these  questions  are  answered. 

o  EXPERIENCE  FROM  DEMONSTRATION  PROJECTS  HELPS  STATES  DEVELOP 
PROGRAMS  FOR  ELDERLY  PERSONS 

There  are  a  small  number  of  states  that  have  gone  further  and  are  providing  an 
extensive  array  of  services  to  elderly  people.  Oregon,  Georgia,  and  New  York  are  prime 
examples.  In  all  three  cases,  these  states'  ability  to  move  forward  with  an  extensive  array 
of  services  is  a  result  of  their  waiver  programs  being  an  extension  of  some  other 
demonstration  project.  In  Georgia,  the  waiver  program  is  a  continuation  of  their  1115 
demonstration  project,  in  New  York  the  waiver  builds  on  the  Long  Term  Community  Care 
Program  (LTCCP),  and  the  Oregon  waiver  program  benefitted  from  the  experience  gained 
in  their  FIG  project  (Flexibility  in  Government). 

When  asked  if  there  were  past  or  present  local  activities  that  helped  them  in  the 
development  of  their  waiver  plans,  eight  of  the  nineteen  states  that  submitted  waivers  for 
the  elderly  indicated  the  value  of  past  demonstration  projects.  In  contrast,  none  of  the 
states  that  submitted  waiver  proposals  for  groups  other  than  the  elderly  mentioned  this  as 
a  factor  that  helped  them  to  develop  their  waiver  program. 

o  FEAR  OF  HIGH  COST  MAKES  STATES  CAUTIOUS  ABOUT  PROGRAMS  FOR 
ELDERLY  PEOPLE 

The  states'  reluctance  to  move  too  quickly  in  the  aging  area  is  generally  a 
reflection  of  their  concerns  that  these  programs  may  not  be  cost-effective.    Again,  a 
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contrast  can  be  drawn  to  mental  retardation  programs.  In  most  cases,  the  states  have 
some  sense  of  what  services  to  mentally  retarded  people  cost  since  they  have  been 
providing  these  services  for  some  time.  There  is  considerable  confidence  among  mental 
retardation  directors  that  community-based  care  is  less  expensive  than  institutional  care. 
The  Director  of  the  Community  Mental  Retardation  Program  in  Vermont  said, 

When  we  looked  at  the  cost  of  operating  the  state  institutions  we 
determined  that  moving  people  out  of  state  institutions  as  rapidly  as 
possible  was  the  best  social  and  fiscal  policy. 

Another  state  mental  retardation  director  said  his  state  didn't  request  authority  to  deny 
community-based  benefits  if  more  expensive  because  "we  didn't  believe  community-based 
benefits  would  ever  be  more  expensive." 

The  opposite  seems  to  be  true  for  elderly  programs.  Although  many  of  the  states 
are  providing  similar  services  under  their  Title  XX  programs,  they  have  little  cost 
experience  regarding  the  care  of  severely  impaired  elderly  people.  Even  Oregon,  a  state 
which  has  been  providing  many  of  these  services  for  some  time,  indicated  in  its 
application  that, 

Our  estimates  are  based  on  the  type  of  clients  currently  receiving 
community-based  services.  We  do  not  know  for  certain  if  the  service 
utilization  characteristics  of  clients  found  eligible  for  Section  1915(c) 
waivers  will  be  similar  to  or  different  from  those  of  clients  currently 
served. 

Whether  community-based  services  for  aged  people  are  cost-effective  is  more  than 
just  an  interesting  point  of  discussion.  It  will,  in  most  states,  probably  control  whether 
they  go  forward  with  expansion  of  these  programs.  One  state  indicated  that  they 
certainly  feel  that  home  and  community-based  care  is  the  "right"  thing  to  do,  but  until  the 
state  can  be  convinced  that  it  also  the  cost  effective  thing  to  do,  they  will  move  slowly. 
This  state  will  be  providing  a  limited  array  of  services  and  carefully  examining  their 
effectiveness  before  moving  further.  When  asked  why  they  did  not  pursue  a  waiver  to 
serve  elderly  people,  five  of  the  seven  states  that  submitted  waivers  for  mentally 
retarded  people  only,  stated  that  concern  of  high  costs  was  a  major  reason.  The  states 
have  good  reason  to  be  cautious  about  the  potential  cost  of  community  care  for  elderly 
people.  As  mentioned  earlier,  evaluations  of  past  commmunity  and  home  care  demonstra- 
tion projects  for  elderly  persons  have  not  produced  convincing  evidence  of  cost  savings. 
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TARGETING  IS  SEEN  AS  CRITICAL  ELEMENT  IN  PROGRAMS  FOR  ELDERLY 


PEOPLE 

As  indicated  earlier,  programs  for  mentally  retarded  peopled  generally  represent  a 
full  continuum  of  care  that  is  designed  to  serve  all  levels  of  retardation,  from  mild  to 
profound.  The  programs  being  developed  for  elderly  people  do  not  represent  this  type  of 
continuum  in  that  the  goal  is  not  to  serve  all  types  of  elderly  people,  but  only  those  that 
are  the  most  impaired  and  needing  public  support. 

Georgia  is  a  state  that  has  had  considerable  experience  in  providing  home  and 
community-based  services  to  aged  people  with  somewhat  unclear  results.  A  major 
conclusion  of  the  Georgia  demonstration  project  evaluation  was  that  "cost  savings  could 
have  been  achieved  if  the  provision  of  community  care  were  limited  to  those  that  would 
have  gone  into  a  nursing  home." 

This,  loosely  referred  to  as  "the  targeting  issue,"  is  key  in  controlling  the  costs  of  a 
community-based  program  for  elderly  people.  States  realize  that  expanding  their  non- 
institutional  program  offerings  can  increase  program  costs  because  of  the  excess  demand 
for  services.  The  key  to  controlling  costs  and  hopefully  achieving  savings  is  in  serving 
only  those  who  would  otherwise  have  required  nursing  home  care.  Almost  all  states 
expressed  concern  about  how  to  do  this.  Experimentation  and  cautious  demonstrations  are 
the  mode. 

In  our  initial  interviews  with  the  states,  conducted  prior  to  or  early  in  the 
implementation  of  the  states'  programs,  almost  every  state  with  a  program  for  elderly 
people  expressed  concern  about  how  to  target  services.  Our  follow-up  interviews 
indicated  that  those  concerns  have  somewhat  abated.  Ten  states  indicated  that  targeting 
is  still  a  major  issue.  Several  states  attempted  to  control  this  problem  in  advance  by 
restricting  services  to  patients  leaving  a  hospital  (Rhode  Island  and  Connecticut)  or  to 
nursing  home  applicants  (Iowa,  Washington,  Virginia).  Oregon  gives  first  priority  to 
nursing  home  residents  and  second  priority  to  applicants  for  nursing  home  care.  The  end 
result,  for  at  least  two  of  these  states,  has  been  a  problem  just  the  opposite  of  that 
anticipated.  Iowa  and  West  Virginia  both  indicate  that  by  restricting  community-based 
services  to  nursing  home  applicants  they  are  reaching  people  too  late  in  the  process  and 
are  unable  to  divert  them  from  nursing  homes.  Both  of  these  states  intend  to  reach 
individuals  earlier  in  their  consideration  of  nursing  home  care.  Virginia  feels  that  at  this 
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point  restricting  services  to  nursing  home  applicants  works  well  as  a  targeting  device. 
However,  they  recognize  that  at  some  point  it  will  become  known  that  persons  seeking 
community-based  care  should  apply  for  nursing  home  care. 

Several  states  indicated  that  they  recognize  that  they  are  probably  serving  some 
clients  who  were  already  receiving  community-based  services  and  who  would  probably  not 
have  entered  a  nursing  home.  However,  most  states  felt,  at  least  to  some  degree,  this 
problem  is  unavoidable. 

The  picture  is  different  for  waiver  programs  for  mentally  retarded/developmentally 
disabled  people.  Of  the  16  states  with  mental  retardation  programs,  none  consider 
targeting  a  major  issue.  In  large  measure,  this  is  due  to  the  fact  that  most  of  these  states 
are  serving  clients  whom  they  deinsititutionalized.  But  even  those  states  that  plan  to 
divert  clients  are  not  concerned.  There  seems  to  be  a  high  level  of  confidence  among 
state  mental  retardation  personnel  regarding  their  ability  to  determine  accurately  who 
would  enter  an  institution. 
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IV.  WAIVER  APPLICATION  PROJECTIONS 


A.      NUMBER  OF  PERSONS  SERVED 

As  required,  all  states  have  provided  HCFA  with  information  regarding  the  number 
of  Medicaid  recipients  they  intend  to  serve  in  institutions  and  in  community-based  care 
with  and  without  a  waiver.  These  numbers  are  provided  in  the  states'  formulas  and  refer 
to  the  target  population  for  their  programs.  In  general,  the  numbers  represent  statewide 
figures,  although  in  some  cases  they  may  reflect  only  the  population  in  the  geographic 
area  of  the  waiver  project.  For  instance,  if  a  state  is  targeting  its  program  to  mentally 
retarded  people  in  a  particular  county,  then  the  formula  would  show  the  number  of 
mentally  retarded  persons  to  be  served  in  institutions  or  in  the  community  in  that  county. 

Analysis  reveals  wide  variation  among  the  states  in  the  numbers  of  people  to  be 
served.  The  reasons  include  the  following: 

o  The  wide  latitude  given  states  in  designing  their  programs  which  may  limit 
their  programs  to  a  specific  geographic  area  of  the  state  or  to  specific 
institutions; 

o       Differences  in  state  populations; 

o  Differences  in  Medicaid  eligibility  requirements.  For  instance,  some  states 
participating  in  the  waiver  program  cover  only  the  categorically  eligible; 
others  cover  the  medically  needy  as  well. 

Caution  should  be  exercised  in  analyzing  these  data.  In  our  conversations  with  state 
representatives,  we  found  there  to  be  a  great  deal  of  skepticism  regarding  the  likelihood 
of  actually  serving  the  number  of  people  estimated  in  the  formula.  The  informants 
indicated  that  because  of  start-up  problems,  difficulties  in  deinstitutionalizing  people  and 
delays  in  setting  up  new  providers,  they  would  be  very  surprised  if  the  goals  were  met.  In 
addition,  because  of  the  lack  of  experience  in  providing  certain  services,  especially  for 
aged  people,  states  could  often  use  only  their  best  guess  as  to  how  many  people  may 
qualify. 

Table  IV-1  below  provides  information  about  states'  composite  programs  (all  target 
groups).  Tables  IV-2  and  IV-3  provide  this  information  for  aged  and  mental  retardation 
programs  respectively.  Several  states  plan  to  serve  both  target  populations,  but  have 
provided  only  composite  data.    This  is  indicated  in  the  tables.    As  a  result  of  these 
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differences  in  the  availability  of  disaggregated  data  among  states,  averages  and  national 
totals  may  be  very  misleading.  Therefore,  they  were  not  calculated  for  tables  IV-2  and 
IV-3. 

Table  IV-1,  Columns  2  and  4,  show  the  number  of  Medicaid  recipients  the  state  plans 
to  serve  in  the  community  under  the  waiver  and  in  the  absence  of  a  waiver,  respectively, 
if  implementation  were  to  proceed  as  anticipated.  Nationally,  the  number  of  individuals 
to  be  served  in  the  commmunity  will  increase  from  111,161  in  the  absence  of  the  waivers  to 
157,327  with  the  waivers. 

On  a  state-by-state  basis,  there  is  wide  variation  in  the  numbers  of  people  to  be 
served  in  the  community.  Under  the  waiver,  the  number  to  be  served  ranges  from  a  low 
of  28  in  Hawaii  to  a  high  of  72,395  in  New  York.  The  median  may  be  a  better  descriptor 
of  the  "average"  than  the  mean.  There  is  similar  variation  in  the  number  of  individuals  to 
be  served  in  the  absence  of  a  waiver.  Nine  of  the  states  would  provide  no  Medicaid 
community-based  services.  New  York,  on  the  other  hand,  plans  to  provide  community- 
based  services  to  70,S>00  individuals  even  if  there  were  no  waiver.  The  mean  and  median 
number  to  be  served  in  the  community  in  the  absence  of  a  waiver  are  4,275  and  654, 
respectively. 

Column  five  of  Table  IV-1  shows  the  relative  change  in  the  size  of  the  population 
being  cared  for  in  the  community.  Nationally,  the  community-based  LTC  population  will 
increase  by  approximately  42%.  Not  surprisingly,  there  is  significant  variation  among  the 
states.  In  nine  states,  there  would  be  no  community-based  LTC  population  at  all  in  the 
absence  of  a  waiver.  Others,  such  as  Minnesota  and  New  York,  will  provide  community- 
based  services  to  large  numbers  of  individuals,  but  this  represents  a  small  relative  change 
(2.1%  and  2.2%)  since  they  already  offer  community-based  services  to  a  significant 
number  of  people.  A  number  of  other  states  show  relative  increases  of  substantial 
magnitude— Oregon,  1000%;  Louisiana,  459%;  and  Florida,  166%. 

For  purposes  of  this  analysis,  a  state's  Medicaid  long-term  care  population  is 
calculated  by  adding  the  number  of  people  to  be  served  in  institutions  to  the  number  to  be 
served  in  the  community.  Columns  6  and  7  of  Table  IV-1  provide  this  information,  with 
and  without  a  waiver.  As  shown  in  Column  8,  almost  all  of  the  states  plan  to  serve  the 
same,  or  very  close  to  the  same,  number  of  individuals  in  long-term  care  with  the  waiver 
as  without.    Four  states  have  plans  to  increase  their  long-term  care  population  by  more 
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than  10%  -  Iowa,  Louisiana,  Nevada  and  Oregon.  Oregon  and  Louisiana's  applications  were 
the  first  and  second  to  be  approved  by  HCFA,  and  do  not  appear  to  meet  the  criteria 
currently  being  used  for  approval.  (As  discussed  in  Section  II,  it  appears  that  HCFA  now 
expects  there  to  be  little  or  no  change  in  the  long-term  care  population.)  While  Iowa  and 
Nevada  both  showed  increases  of  more  than  10%  in  their  long-term  care  population,  the 
actual  number  of  individuals  involved  was  relatively  small. 

As  shown  in  Column  9  and  10  of  Table  IV-1,  the  mean  percentage  of  state  long-term 
care  populations  to  be  served  in  the  community  under  the  waiver  in  the  first  year  is 
estimated  to  be  27.2%,  up  from  11.7%  without  a  waiver.  The  state-by-state  comparisons 
are  instructive.  With  the  waiver,  17  states  plan  to  serve  20%  or  more  of  their  long-term 
care  population  in  the  community.  Without  a  waiver,  only  four  states  planned  to  serve 
that  many  in  the  community.  However,  in  instances  where  states  had  programs  targetted 
to  certain  regions  of  the  state  and  presented  data  only  for  this  area,  the  figures  are 
somewhat  misleading.  For  example,  in  Montana  it  appears  that  the  percentage  of 
individuals  to  be  served  in  the  community  will  increase  from  2.1%  to  81.3%.  Montana, 
however,  has  targeted  its  program  to  one  county  which  had  two  ICF/MRs.  One  of  these 
ICF/MRs  will  be  closed  and  all  but  one  of  its  48  residents  will  be  served  by  a  community- 
based  service.  Nevertheless,  it  would  seem  that  the  waiver  program  may  have  a  marked 
impact  on  the  proportion  of  the  long-term  care  population  to  be  served  in  one  community. 

B.      ESTIMATED  COST  AND  SAVINGS 

Both  the  states  and  the  federal  government  have  entered  into  this  program  with  the 
hope  that  it  will  be  able  to  generate  significant  savings.  Because  of  the  interest  in  the 
cost  of  home  and  community-based  services,  we  have  included  here  several  tables  with 
cost  related  data.  All  data  are  from  final  amended  applications.  Tables  IV-4,  IV-5,  and 
IV-6  provide  detailed  information  about  the  costs  and  savings  for  the  total  program, 
programs  that  serve  the  aged,  and  programs  that  serve  the  mentally  retarded,  respec- 
tively. Because  several  states  that  serve  more  than  one  target  population  did  not  provide 
target  population  specific  data,  no  analysis  of  Tables  IV-5  or  Table  IV-6  was  performed. 
They  are  presented  here  only  as  a  reference  for  the  reader.  The  tables  contain  the 
following  information: 

Column  1  -  the  estimated  number  of  beneficiaries  who  would  receive  the 
level  of  care  provided  in  a  SNF,  ICF,  or  ICF/MR  under  the  waiver. 

Column  2  -  the  estimated  Medicaid  payment  per  eligible  user  of  such 
institutional  services. 
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Column  3  -  the  estimated  number  of  beneficiaries  who  would  receive 
home  and  community-based  services  under  the  waiver. 

Column  4  -  the  estimated  Medicaid  payment  per  eligible  user  of  such 
home  and  community-based  servivces. 

Column  5  -  the  estimated  number  of  beneficiaries  who  would  likely 
receive  the  level  of  care  provided  in  a  SNF,  ICF,  ICF/MR  in  the  absence 
of  a  waiver. 

Column  6  -  the  estimated  Medicaid  payment  per  eligible  user  of  such 
institutional  care. 

Column  7  -  the  estimated  number  of  beneficiaries  who  would  receive  any 
of  the  non-institutional,  long-term  care  services  otherwise  provided  under 
the  State's  Medicaid  plan  as  an  alternative  to  institutional  care,  in  the 
absence  of  a  waiver. 

Column  8  -  the  estimated  Medicaid  payment  per  eligible  user    of  such 
non-institutional  service. 

(Columns  1-8  are  taken  from  "A"  -  "I"  of  the  States  formula) 

Column  9  -  the  "per  capita  costs"  of  States'  long-term  care  programs 
under  the  waiver  as  required  in  the  regulatory  formula  :  (AxB)+(CxD) 

W+H) 

Column  10  -  the  per  capita  costs  of  the  state's  long-term  care  program,  in 
the  absence  of  a  waiver,  as  required  in  the  regulatory  formula  = 
(FxGMHxI) 
(F+H) 

Column  11  -  Per  Capita  Savings  =  column  10  -  column  9. 

Column  12  -  Aggregate  savings  =  the  difference  between  the  total  cost  of 
the  long-term  care  program  under  the  waiver  and  without  the  waiver 
((FxG)  +  (Hxl))  -  ((AxB)  +  (CxD)) 

Column  13  -  Aggregate  savings  as  a  percentage  of  the  total  cost  of  long- 
term  care  in  the  absence  of  a  waiver  -  column  12-:-  ((FxG)  +  (Hxl)). 

As  shown  in  Tables  IV-4,  IV-5,  and  IV-6,  per  capita  costs  of  community-based  care 
for  aged  people  are  projected  to  range  from  $187  per  year  (Iowa)  to  $6,876  (New  York)  and 
for  mentally  retarded  people  from  $2,364  (Oregon)  to  $21,531  (New  Jersey). 

Clearly,  costs  vary  to  a  large  degree  because  of  the  wide  variation  in  the  numbers 
and  types  of  services  offered  and  in  the  definitions  of  those  services.  However,  we  find, 
in  addition,  that  even  among  states  that  offer  relatively  similar  types  of  programs  there 
may  be  widely  differing  estimates  of  the  costs  of  specific  services  and/or  the  entire 
program.   While  an  extensive  study  of  the  costs  of  the  services  being  offered  under  this 
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program  was  not  conducted,  review  of  the  applications  and  conversations  with  state 
officials  suggest  that  the  following  factors  influence  the  cost  variations  among  programs: 

o  The  characteristics  of  the  individuals  served:  For  example,  states  which  are  just 
beginning  to  deinstitutionalize  mentally  retarded  individuals  may  have  a  significant 
number  of  moderately  retarded  individuals  still  in  institutions  who  can  be  served  in  the 
community  with  relatively  few  services.  Other  states,  which  have  already  deinstitution- 
alized the  least  impaired  persons,  may  be  dealing  with  a  much  more  profoundly  retarded 
group  which  may  require  a  greater  number  of  more  expensive  services.  Similarly,  some 
states  show  intent  to  work  with  a  more  impaired  elderly  population  in  the  community  than 
will  others. 

o  The  utilization  patterns  of  the  individuals  served:  States  differ  widely  in  the  degree 
to  which  they  set  limits  on  the  utilization  of  the  services  they  offer.  Some,  for  example, 
may  permit  daily  use  of  a  home  health  aide;  others  may  limit  the  number  of  days  per  week 
that  a  client  may  use  the  aide. 

o  Geographic  location:  Certain  areas  of  the  country  or  certain  areas  of  a  particular 
state  tend  to  be  higher  cost  than  others  -  urban  vs.  rural  differences  were  noted  in 
particular. 

o  The  precise  elements  of  a  service:  As  discussed  extensively  in  the  section  on 
services,  states  differ  greatly  in  the  definitions  of  the  services  they  offer.  Definition  and 
the  required  qualification  of  the  providers  of  that  service  will  affect  the  cost.  Missouri, 
for  example,  requires  that  a  nurse  provide  personal  care  services.  Many  other  states  have 
no  such  requirement. 

o  Different  assumptions  about  non-Medicaid  services  and  the  availability  and  the  use 
of  informal  care.  In  this  context  it  should  also  be  noted  that  the  per  capita  costs  shown 
cannot  be  taken  as  proxy  for  the  total  public  cost  of  maintaining  an  individual  in  the 
community.  In  all  cases,  room  and  board  are  not  included.  In  addition,  the  extent  to 
which  programs  rely  on  other  state,  federal,  and/or  non-government  programs  to 
supplement  the  services  offered  under  this  program  varies  widely. 

o  Differences  in  the  quality  of  available  data.  It  should  also  be  borne  in  mind  that  the 
states  differed  widely  in  their  abilities  to  estimate  the  costs  of  community-based 
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services.  Some  states,  which  are  already  offering  similar  services,  were  able  to  provide 
estimates  which  they  feel  have  a  high  likelihood  of  proving  to  be  accurate.  Other  states, 
which  have  no  experience  in  providing  a  given  service,  have  had  to  rely  on  their  best 
judgment  in  making  the  estimates.  Virginia,  for  example,  stated  in  its  application  that  it 
based  its  estimates  on  limited  experience  with  a  demonstration  project  in  Portsmouth,  a 
small,  statistically  non-valid  sample.  They  report  that  they  will  be  closely  monitoring 
costs  to  determine  the  accuracy  of  these  estimates. 

North  Carolina  reports  in  its  waiver  application  that, 

Since  this  is  a  new  program  in  North  Carolina  (in  terms  of  title  XIX 
funding),  we  do  not  have  the  empirical  data  to  completely  support  the 
estimates  of  the  numbers  to  be  served,  the  utilization  patterns  of 
those  served,  and  the  cost  of  providing  home  and  community-based 
services.  During  the  first  year  of  operation  we  will  monitor  the 
activities  authorized  by  the  waiver  to  determine  effectiveness  of 
providing  necessary  services  in  a  cost  effective  manner.  We  will 
continually  evaluate  the  process  and  implement  changes  as  needed 
throughout  the  waiver  period. 

Expected  "per  capita  savings"  for  each  state  are  presented  in  column  11  of  Table  IV- 
k.  These  per  capita  savings  range  from  a  low  of  $12.00  per  year  in  Minnesota  to  a  high  of 
$2,658.00  in  Florida.  However,  it  is  important  to  realize  that  the  HCFA  cost  formula 
requires  the  state,  when  estimating  per  capita  costs  with  the  waiver,  to  divide  total 
program  costs  under  the  waiver  by  the  number  of  people  receiving  Medicaid  long-term 
care  services  without  the  waiver  (F+H).  Therefore,  this  is  only  a  true  estimate  of  cost 
savings  if  the  number  of  people  served  under  the  program  (A+C)  is  equal  to  the  number  of 
people  served  without  the  program  (F+H).  Thus,  per  capita  cost  savings  can  be 
substantially  underestimated  if  a  program  serves  more  people  with  the  waiver  program 
than  it  would  have  in  the  absence  of  the  program.  Table  IV-7  below  presents  the  true 
estimated  per  capita  and  the  formula  estimated  per  capita  costs  for  the  four  programs 
that  had  the  largest  percentage  increase  in  population  served.  As  the  table  shows,  using 
the  HCFA  formula  drastically  underestimates  per  capita  savings  in  these  programs. 

The  aggregate  national  savings  from  these  26  programs  is  estimated  to  be  about 
$250  million  or  approximately  5.5  percent  less  than  what  Medicaid  would  have  spent 
without  the  waiver  program.    Again,  the  reader  is  cautioned  that  many  of  the  numbers 
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TABLE  IV- 7 


A  COMPARISON  OF  TRUE  PER  CAPITA  COST  SAVINGS 
AND  THE  FORMULA  PER  CAPITA  COST  SAVINGS1 


PER  CAPITA  COSTS 
WAIVER 


TRUE  FORMULA  PER  CAPITA  SAVINGS 


STATE 

(A  +  C) 

(F  +  H) 

NO  WAIVER 

TRUE 

FORMULA 

IA 

$  ^, 699 

$  6,158 

$  6,925 

$2,226 

$  767 

LA 

7,935 

9,190 

10,496 

2,561 

1,306 

NV 

18,617 

25,857 

25,895 

7,278 

68 

OR 

7,600 

10,909 

11,023 

3,423 

114 

For  states  with  a  LTC  population  increase  of  10  percent  or  more. 


that  underlie  this  estimate  should  only  be  viewed  as  best  guesses.  This  is  particularly 
true  for  programs  designed  to  serve  the  aged  population.  The  reader  will  recall  that  most 
of  the  estimated  savings  for  aging  programs  were  based  upon  two  assumptions.  The  first 
is  that  the  programs  could  divert  substantial  numbers  of  people  from  nursing  home 
placements.  The  second,  and  in  our  opinion  a  more  tenuous  assumption,  is  that  the  beds 
"saved"  by  these  diversions  will  not  be  filled  by  other  Medicaid  recipients.  Given  the  high 
occupancy  rates  and  waiting  lists  that  many  states  have  for  nursing  home  placements,  it  is 
hard  to  imagine  that  many  or  most  of  these  beds  will  not  be  filled.  Thus,  in  the  short  run 
(the  first  year  or  two),  these  savings  may  not  be  fully  realized. 
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V.  POSSIBLE  NEXT  STEPS 


Listed  below  are  a  number  of  ideas  that  relate  to  the  further  development  and 
refinement  of  2176.  They  range  from  minor  additions  to  the  program  to  suggested 
changes  in  the  cost  formula.  Some  of  the  ideas  come  from  the  creative  things  some 
states  are  doing  with  their  2176  programs  and  others  are  based  upon  what  the  authors 
have  culled  from  this  study  and  other  analyses  as  possible  improvements.  However, 
behind  all  of  these  is  the  firm  belief  that  the  real  question  regarding  2176  and  related 
programs  is  not,  "Do  they  work  well?"  but  rather,  "How  can  they  be  made  to  work 
better?" 

A.      CAPITATED  PAYMENTS 

It  is  interesting  to  note  that  none  of  the  states  mentioned  either  in  their  waiver 
requests  or  when  interviewed,  that  they  plan  to  link  their  2176  waiver  program  with 
innovative  reimbursement  methods  (Rhode  Island  did  mention  that  they  might  consider 
this  in  the  future).  Given  state  concerns  over  controlling  the  cost  of  these  programs, 
particularly  for  programs  targeted  toward  elderly  people,  some  form  of  capitation 
reimbursement  might  prove  to  be  a  way  to  get  a  handle  on  the  cost  problem.  Indeed, 
states  may  want  to  entertain  the  possibility  of  applying  for  both  Section  2175  waivers  and 
2176  waivers.  If  approved,  Section  2175  waivers  could  permit  the  state  to  be  selective  in 
the  choice  of  providers  and  2176  could  be  used  to  finance  the  package  of  capitated 
services.  States  that  are  considering  the  development  of  social/HMOs  could  use  these 
same  waivers  to  control  and  finance  the  development  of  this  model  for  their  most  disabled 
elderly  population.  This  would  seem  to  be  a  natural  next  step  for  states  that  have  well 
functioning  pre-admission  screening  programs. 

While  there  is  beginning  to  be  state  and  federal  activity  in  the  area  of  pre-payment 
of  acute  health  care  and  LTC  for  elderly  people,  there  has  been  little  thought  given  to 
capitated  financing  for  the  MR/DD  population.  Yet,  in  our  conversations  with  state 
mental  retardation  coordinators  and  various  program  personnel  across  the  country  we 
received  the  distinct  impression  that  there  is  a  greater  knowledge  base  and  more 
professional  consensus  about  assessment  processes,  case  management,  care  requirements, 
expected  costs,  and  expected  client  outcomes  and  needs  over  time  than  there  is  for  the 
elderly  population.    If  these  impressions  are  correct,  then  it  would  seem  that  using 
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capitated  financing  for  the  MR/DD  population  is  even  more  feasible  than  for  the  elderly. 
This  is  an  area  of  inquiry  that  deserves  at  least  preliminary  exploration. 

In  preparation  for  the  use  of  capitated  payment  mechanisms,  we  suggest  that  states 
begin  (if  they  haven't  already)  to  develop  MMIS  data  files  that  will  allow  them  to  develop 
these  rates.  One  possibility  is  to  begin  construction  of  a  "ratebook"  similar  to  the 
Medicare  AAPCC  ratebook,  based  on  differences  in  Medicaid  expenditures  by  eligibility 
status,  age,  sex,  and  institutional  status.  States  should  also  consider  the  development  of 
appropriate  disability  or  health  status  adjustments  to  these  rates.  Our  experience 
suggests  that  the  development  of  such  data  files  takes  a  considerable  amount  of  time  and 
effort. 

B.  SERVICE  PRESCRIBING  RULES,  LEVEL  OF  CARE  DETERMINATION  AND  CASE 
MANAGEMENT 

The  major  control  systems  that  states  have  at  their  disposal  for  the  management  of 
2176  projects  are  level  of  care  determination  and  case  management.  Yet  these  systems 
are  relatively  new  in  many  states,  brand  new  in  other  states,  and  still  on  the  drawing 
board  in  others.  In  developing  and  evaluating  these  control  systems,  Medicaid  directors 
and  their  staffs  should  demand  that  these  systems  give  them  accurate,  detailed,  and 
timely  information  regarding  the  characteristics  of  recipients  involved  in  the  2176 
program  and  the  utilization  and  cost  patterns  that  are  emerging.  While  aggregate  data 
might  be  adequate  to  evaluate  whether  the  program  "worked"  or  not,  client  specific  and 
provider  specific  data  will  be  needed  to  identify,  correct,  and  monitor  performance 
problems.  Client  specific  data  that  identify  social  and  environmental  factors  as  well  as 
health  and  functioning  data  will  be  needed  if  the  state  is  truly  interested  in  finding  out 
whether  it  is  targeting  on  the  population  at  high  risk  of  institutionalization.  Provider 
specific  data  will  be  necessary  to  determine  the  relative  performance  of  providers  and  for 
developing  norms  of  practice  regarding  service  prescription.  This  will  be  particularly 
important  for  programs  in  which  providers  are  case  managers  and/or  determine  level  of 
care  required. 

We  would  encourage  states  to  collaborate  with  each  other  in  their  attempts  at 
assessing  the  performance  of  their  program  control  systems.  At  a  minimum,  they  should 
exchange  as  much  information  as  possible  regarding  the  design  and  performance  of  their 
systems.  There  may  be  a  high  payoff  to  states  if  they  engaged  in  joint  research  on  these 
important  program  management  issues. 
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C.      IDENTIFICATION  AND  USE  OF  LOW  COST  SERVICES 


Under  the  heading  of  "other"  services,  a  few  states  have  identified  services  and 
devices  that  may  prove  to  be  very  cost-effective.  Among  them  were  emergency 
monitoring  systems,  moving  services,  and  minor  residential  modifications.  In  evaluating 
their  programs  states  should  pay  particular  attention  to  the  role  that  these  and  similar 
services  and  devices  might  serve  in  substituting  for  more  expensive  services. 

D.  SPECIALIZED  HOUSING  AND  2176 

As  discussed  in  Section  II,  all  but  one  of  the  proposals  for  the  MR/DD  population  and 
about  half  of  the  proposals  for  the  aged  and  disabled  call  for  the  provision  of  services  to 
individuals  in  residential  (non-Medicaid)  facilities.  We  would  encourage  states  to  go 
beyond  simply  providing  services  to  people  in  specialized  housing  situations  and  to  work 
directly  with  local  government  and  local  housing  authorities  in  developing  joint 
housing/services  programs.  This  could  be  a  useful  preliminary  step  in  the  pooling  and 
targeting  of  resources  to  these  populations. 

E.  MODIFICATION  OF  THE  COST  FORMULA 

As  discussed  in  Section  I  of  this  paper,  the  cost  formula  and  its  interpretation 
suggest  that  states  cannot  serve  more  people  under  the  waiver  than  they  would  otherwise 
have  served.  Thus,  states  are  not  free  to  use  "savings"  to  serve  additional  people  who 
meet  level  of  care  requirements.  We  believe  this  interpretation  of  legislative  intent  is 
closely  associated  with  HCFA's  fear  of  massive  and  inappropriate  refinancing  of  social 
and  support  services.  However,  we  also  believe  that  there  are  many  states  that  are  not  in 
a  position  to  pursue  2176  as  a  major  refinancing  device— particularly  those  states  seeking 
waivers  for  elderly  people. 

We  would  suggest  that  HCFA  clarify  whether  they  intend  to  hold  states  accountable 
for  the  number  of  people  served  as  well  as  for  the  cost  of  serving  them.  If  HCFA  does 
intend  to  hold  the  states  accountable  for  the  numbers  of  people  served,  then  we  would 
propose  that  HCFA  consider  the  development  of  a  set  of  information  that  it  would  require 
states  to  provide  if  they  wanted  to  use  estimated  savings  tb  serve  additional  people.  That 
is,  for  those  states  that  want  to  serve  additional  people  the  denominator  of  the  cost 
formula  would  be  dropped.  Thus,  the  only  financial  assurance  required  would  be  that  the 
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total  costs  of  LTC  to  Medicaid  under  the  waiver  be  no  more  than  they  would  have  been  in 
the  absence  of  the  waiver.  In  return  for  this  increased  flexibility,  the  states  would  agree 
to  provide  HCFA  the  additional  information  they  require  to  assure  that  inappropriate 
refinancing  is  not  taking  place.  Another  possibility  would  be  to  allow  states  to  use 
program  savings  to  serve  more  people  in  exchange  for  an  agreement  not  to  reduce  the 
state's  level  of  effort  in  existing  social  service  programs. 

F.      TIME  FRAME  FOR  EVALUATION 

It  is  clear  that  Congress  intended  the  2176  program  to  be  a  cost  saving  program  and 
it  is  equally  clear  that  HCFA  was  mandated  to  evaluate  the  cost  and  cost  savings  of  the 
program.  However,  we  would  encourage  HCFA  not  to  base  their  evaluation  of  the 
program's  cost-effectiveness  on  its  early  experience  (first  few  years). 

First,  as  with  many  new  programs,  start  up  and  case  load  development  has  tended 
to  be  far  slower  than  desired  by  some.  Second,  what  should  be  evaluated  is  the  cost  of  a 
"mature  system,"  not  the  cost  of  a  system  in  transition.  It  will  take  time  for  both  clients 
and  providers  to  learn  about  and  adjust  to  the  new  system.  Third,  and  most  important,  in 
most  cases  it  will  be  several  years  before  the  programs  will  have  a  significant  impact  on 
the  growth  of  institutional  capacity.  This  is  particularly  true  for  programs  targeted  to 
the  aged  and  disabled  populations. 

In  the  interim,  implementation  and  process  evaluations  could  provide  all  levels  of 
government  with  useful  information  regarding  program  characteristics  and  operating 
difficulties.  This  would  be  especially  useful  in  the  areas  of  assessment  and  case 
management. 
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APPENDIX  A 
As  of  Februarv  15,  1983 
P.L.   97-35,   SECTION  217*  WAIVER  REQUESTS  FOR  POME  ANT)  COM?rITNITv-'p.  ASFD  SFRVTCTS 

Description  of  "one  and  Community-Rased  Services 
(All  Services  Will  "°e  Provided  As  An 
Alternative  to  Institutional  Care") 


Alabama 

(2  Requests) 


To  provide  habilitation  services  to  mentally 
retarded  beneficiaries. 


To  provide  babilitation  services  to  mentally 
retarded  beneficiaries. 


STATICS 


TJ  is  approved 


Pending 


California 
(A  Request's) 


To  provide  case  management ,  homemaker  and  personal  disapproved 
care  services  to  aged  and  disabled  beneficiaries. 


To  provide  homemaker,  home  health  aide,  adult  day 
health,  habilitation,  respite  care  services, 
personal  support,   transportation  and  regional 
center  direct  client  supnort  services  to  mentally 
retarded  beneficiaries. 


disapproved 


To  provide  homemaker,  bore  health  aide,  adult 
day  health,  habilitation,  respite  care  services, 
personal  support,   transportation  and  regional 
center  direct  client  support  services   tc  mentally 
retarded  beneficiaries. 


Approved 


To  provide  case  management,  homemaker,  home 
health  aide,  personal  care,   respite  care  and 
transportation  services   to  the  mentally  ill. 


Approved 


Colorado 

(3  Reauests) 


To  provide  case  management,  homemaker,  personal 
care,   adult  day  health,   respite  care  services, 
meals  on  wheels,  non-medical  transportation, 
minor  home  modifications  and  electrical 
monitoring/communication  devices  to  aged  and 
disabled  beneficiaries. 


Withdrawn 


To  provide  case  management,  homemaker,  personal 
care,   adult  day  health,   resnite  care  services 
meals  on  —heels,  non-medical  transportation, 
minor  home  modifications  and  electrical 
monitoring/communication  devices  tc  aged  and 
disabled  beneficiaries. 


Approved 


To  provide  personal  care,   resnite  care  and 
non-medical  transportation  to  mentally  retarded 
and  mentally  ill  beneficiaries  and  case  management 


tc  mentally  retarded 


benef iciaries 


Approved 
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P.L.  97-35,   SECTION  2176  WAIVER  REQUESTS  FOP,  ^Ovr.  A>TD  CO^TUN'ITV-RASKn  SERVICES 

Description  of  Home  and  Community-Based  Services 
(All  Services  Will  Be  Provided  As  An 
Alternative  to  Institutional  Care) 


STATE 


STATUS 


Connecticut 


Florida 

(2  Recuests) 


To  provide  case  management,  homemaker,  adult 
cay  health,  occupational  therapy,  companion, 
chore  services,  meals  on  wheels,  nonmedical 
transportation  and  mental  health  counseling  in 
the  home  to  aged  &  disabled  benericiaries . 

To  provide  case  management,   adult  day  health, 
and  respite  care  services  to  the  mentally 
retarded,  aged  and  disabled  beneficiaries,  and 
homemaker,  personal  care  services,  counseling, 
escort,  health  support  services  and  placement 
services  for  adults  to  the  aged  and  disabled 
and  developmental  training  services,  diagnostic 
and  evaluation  services,   family  placement, 
training  and  therapy  services  and  transportation 
to  the  mentallv  retarded. 


Approved 


Approved 


Georgia 


Hawaii 


To  provide  home  health  aide,  personal  care,  Approved 
physical,   occupational  and  speech  tberapv  services, 
nursing  services,   special  medical  supplies, 
equipment  and  appliances,  planned  theraneutic 
activities,   and  medical  social  services  to  aged 
and  disabled  and  mentally  retarded  beneficiaries. 

To  provide  case  management,   adult  day  health,  Approved 
habilitaticn  and  respite  care  services  to 
rentallv  retarded  beneficiaries. 


Illinois 


To  provide  case  management,  homemaker,  chore/ 
housekeeper,   transportation  and  home  delivered 
meals  to  the  aged  and  disabled  and  adult  dav 
health  to  aged  beneficiaries. 


R.eques  ted 
Additi  onal 
Inf orma  tion 


I  ova 

(2  Recuests) 


To  provide  case  management  services   to  mentallv 
retarded,   aged  and  disabled  beneficiaries.  Initial 
implementation  will  involve  Scott  County. 

To  provide  case  management  services  to  aged  and 
disabled  beneficiaries  in  Dubuoue,  Delaware  and 
Jackson  Counties. 


Approved 


Recues  ted 
Additional 
In  f ormat  i on 
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P.L.   97-35,   SECTION  2176  WAIVER  REQUESTS  FOR  HOME  AMD  COMMUNITY -3  AS  ET>  SERVTCrS 

Description  of  Home  and  Community-Based  Services 
(All  Services  Uill  Re  Provided  As  An 
Alternative  to  Institutional  rare) 


STATE 

Kansas 

(3  Requests) 


To  provide  case  management,  homemaker,  home 
health  aide,  personal  care,  adu..  day  health, 
habilitation,  respite  care  and  hospice  services 
to  aged  and  disabled  beneficiaries. 

To  provide  occupational,  physical  and  speech 
therapy  to  individuals  currently  residing  in 
adult  care  homes  within  five  Kansas  Counties . 


STATUS 


Approved 


Withdrawn 


Kentucky 

(2  Reauests) 


To  provide  two  levels  of  ICF  care 

To  provide  case  management,  homemaker,  home 
health  aide,  personal  care,  adult  day  health, 
habilitation,  and  respite  care  services  to 
mentallv  retarded  beneficiaries. 


Disapproved 
Approved 


Louisiana 


Maryland 


Massachusetts 
(3  Requests) 


To  provide  case  management,  homemaker,  home 
health  aide,  adult  day  health,   respite  care, 
personal  care  services  and  minor  home  adaptations 
to  aged  and  disabled  beneficiaries. 

To  provide  homemaker,   adult  day  health  and 
habilitation  services  to  mentally  retarded, 
aged  and  disabled  beneficiaries. 

To  provide  case  management,  residential 
habilitation  services,  day  care  and 
transportation  to  the  mentally  retarded. 

To  provide  respite  care  and  personal  emergency 
response  system  to  the  aged  and  disabled. 

To  provide  residential  care,  adult  day  services 
habilitation/early  intervention  services,  personal 
care,  respite  care,   transportation,  adaptive 
services  &  case  management  to  the  mentally  retarded 

To  provide  personal  emergency  response  system, 
homemaker  services,  orientation  and  mobility 
services,  minor  adaptations  to   the  home, 
activities  of  daily  living   (habilitation  skills) 
to  the  blind  and  case  management,  orientation  & 
mobility  services,  community-based  residential 
care  services,  minor  adaptations  to  the 
community  residence,   sign  language  skills  and 
family  involvement  services  to  developmentally 
disabled  blind  young  adults. 


A.pproved 


Approved 


Reques  ted 

Additional 

Information 

Approved 


Withdrawn 


Requested 
Additional 
Inf ormat  ion 
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P.L.  97-35,   SECTION  2176  WAIVER  REQUESTS  FOR  TIOME  AND  COMMUNITY -E- ASrD  SERVICES 


Description  of  Home  and  Community-Based  Services 
(All  Services  Will  Be  Provided  As  An 
Alternative  to  Institutional  Care) 


STATE 


STAmS 


Minnesota 


Missouri 

(2  Requests) 


To  provide  case  management,  hcmemaker,  home 
..ealth  aide,  personal  care,  adult  day  health, 
respite  care  services  and  foster  care  for  the 
elderly  to  aged  and  disabled  beneficiaries. 

To  provide  homemaker/chore  services,  adult  day 
treatment,  respite  care  and  adult  family  home 
services  to  aged  and  disabled  beneficiaries. 


Approved 


Approved 


To  provide  adult  day  health  services  to  aged 
and  disabled  beneficiaries. 


Approved 


Montana 

(2  Requests) 


Nebraska 


To  provide  case  management,  homemaker,   adult  day  Approved 
health,  habilitation ,  respite  care,  nursing 
services,  physical  occupational  and  speech 
therapy  and  psychologist  services  to  mentally 
retarded  beneficiaries. 

To  provide  case  management,  homemaker,  personal  Pending 

care,  adult  day  health,  habilitation,  resnite 

care,  medical  alert  &  monitoring  systems,  meals 

on  wheels /congregate  meals,  transportation 

services,  environmental  modifications/rental  of 

adaptive  equipment,  physical  therapy,  occupational 

therapy,   speech  pathology  and  audiologv  services 

to  aged  and  disabled  and  mentally  retarded 

beneficiaries . 

To  provide  case  management  and  in-home  and  Disapproved 
adult  day  services  to  the  chronically  mentally 
ill  and  habilitation  services   to  the  mentally 
retarded . 


Nevada 

(2  Requests) 


New  Jersey 
(2  Requests) 


To  provide  case  management  and  habilitation 
services  to  mentally  retarded  beneficiaries. 

To  provide  case  management,  home  health  agency 
services,  personal  care,  resnite  care,  nursinj?, 
physical  therapy,  occupational  therapy,  speech 
pathology,  self-help  devices,  minor  physical 
adaptations  to  the  heme  and  medical  equip-ent 
and  supplies  to  the  aped  and  disa^le^. 

To  provide  case  management,  habilitation,  res-ite 
care,  personal  care  and   intervention  services  to 
mentally  retarded  beneficiaries. 

To  provide  case  management,  medical  day  care, 
homemaker,  respite  care,  heme  health  care, 
medical  transportation,   social  day  care  and 
pharmaceuticals  to  a^ed  and  disabled  beneficiaries 


Annroved 


Requested 
Add  it: onal 
Inf orma  t  ion 


Approve: 


'encmg 
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P.L.   97-35,   SECTION  2176  WAIVER  REQUESTS  FOR  HOME  ANJj  COMMUNITY -P.ASED  SKRVICKS 

Description  of  Home  and  Community -Rased  Services 
(All  Services  Will  Be  Provided  As  An 
Alternative  to  Institutional  Care) 


STATE 


STATUS 


New  York 


To  provide  case  management,  respite  care,  medical 
social  services,  nutritional  counseling,  respira- 
tory therapy,  congregate  meals,  social  day  care, 
moving  assistance,  social  transportation,  housing 
improvement  services,  home  maintenance  tasks  and 
emergency  alarm  response  system  to  aged  and 
disabled  beneficiaries. 


Annroved 


North  Carolina 
(2  Requests) 


To  provide  case  management,  homemaker,  home 
health  aide  services,   adult  day  health,  respite 
care,  chore  services,  preparation  and  delivery 
of  meals,  skilled  nursing  services  and  home 
mobility  aids  to  aged  &  disabled  beneficiaries. 


Approved 


To  provide  case  management,  homemaker,  home  Pending 
health  aide,  personal  care,  adult  day  health, 
habilitat ion ,  respite  care,  screening,  home  mobility 
aids  and  durable  medical  equipment  to  the  mentally 
retarded . 


North  Dakota 


To  provide  case  management,  homemaker,  home 
health  aide,  personal  care,  adult  day  care, 
habilitation  and  respite  care  services  to 
mentallv  retarded  beneficiaries. 


Received 

Additional 

Information 


Oregon 


Pennsylvania 


To  provide  homemaker,  housekeeper/chore  services, 
non-medical  transportation,  substitute  living 
services,  minor  physical  home  adaptations  to  the 
aged  &  disabled  and  residential  care  facility 
services  to  the  mentally  ill  and  retarded  and 
case  management,  habilitation,  respite  care  and 
minor  home  adaptations  to  the  mentally  retarded. 

To  provide  case  management,  adult  day  health, 
habilitation,   transportation,   theraoy  services 
(which  include  physical,  occupational,  speech, 
visual  and  behavior  therapy),  and  minor  physical 
adaptations  to  the  community  living  arrangement 
residence  to  the  mentally  retarded. 


Approved 


Re^ur-sted 

Additional 

Information 
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P.L.   97-35,  SECTION  2176  WAIVER  REQUESTS  FOR  HOME  AND  CO'-TrJNITY-BASED  SERVICES 

Description  of  Home  and  Corrrunity-'Hased  Services 
(All  Services  Will  3e  Provided  As  An 
Alternative  to  Institutional  Care) 


STATE 

Rhode  Island 
(2  Requests) 


To  provide  case  management,  homemaker,  adult  day 
care  services,  devices  to  adapt  home  environment, 
minor  assistive  devices  and  transportation  to 
aged  and  disabled  categorically  needy  individuals 
who  are  discharged  from  two  hospitals. 

To  provide  case  management,  adult  day  health 
and  transportation  services  to  mentally  ill 
beneficiaries . 


STATUS 


Approved 


Disapproved 


South  Carolina 


To  provide  case  management  to  aged  and 
disabled  beneficiaries. 


Approved 


South  Dakota 


To  provide  case  management  and  habilitation 
services,  dietary  services,  nursing  services, 
psychological  services,  physicians'  services, 
pharmacy  and  dental  services,  physical, 
occupational  and  speech  therapy,  aduiological 
and  optometric  services,  eyeglasses  and 
transportation  to  mentallv  retarded  beneficiaries 


Aonrcved 


Tenness  ee 


To  provide  home  health  aide  services  to  aged  and  Requested 
disabled  beneficiaries.  Add'l.  Info 


Utah 


Vermont 


Virgin!. 


T..7ashin~ton 


To  provide  case  management,  hsr.snaker,  hone 
health  aide,  personal  care,  adult  day  health, 
respite  care,  hospice  services,  medical  alert  and 
monitoring  system,  minor  home  modifications  and 
night  support  services  to  aged  and  disabled  and 
mentally  retarded  beneficiaries  and  habilitation 
services  to  the  mentally  retarded. 

To  provide  case  management,  adult  day  health, 
habilitation  and  respite  care  services  to 
mentallv  retarded  and  mentallv  ill  beneficiaries. 


Approved 


rvices  to  aaed  and 


To  provide  personal  care  ser 
disabled  beneficiaries. 


To  provide  case  management,   personal  care, 
congregate  care  services  and  licensed  adult 
family  home  services  to  aged  and  disabled 
beneficiaries . 


Approved 

Approved 
.Approved 
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Description  of  Home  and  Community-Based  Services 
(All  Services  Will  Be  Provided  As  An 
Alternative  to  Institutional  Care) 


STA 


STATUS 


West  Virginia 


Alaska 


To  provide  habilitation  and  respite  care  to  the 
mentally  retarded  and  case  i  ^nagement,  honemaker, 
home  health  aide,  respite  care,  chore  services, 
adult  day  care,  adult  family  care  and  personal 
care  home  support  services  and  skilled  nursing 
services  to  the  aged  and  disabled. 

To  provide  adult  residential  care,  adult  foster 
care,  home  health  nursing,  home  health  aide 
services,  personal  care  attendant  services, 
homemaker  services,   respite  care,   adult  day 
health,  physical  modifications   to  the  home, 
specialized  foster  care,  group  home  services, 
vocational  skills  training  and  in-home  normalized 
living  training  to  the  mentally  retarded,  and 
adult  residential  care,  adult  foster  care,  home 
health  nursing,  home  health  aide  services, 
personal  care  attendant  services,  homemaker 
services,  respite  care,  adult  day  health  and 
physical  modifications  to  the  home  to  the  ap.ed 
and  disabled. 


Approved 


Pending 


Texas  To  provide  case  management,   personal  care,  Pending 

emergency  response  systems,  home  delivered  meals, 
minor  home  modifications,   rehabilitation  services 
provided  in  the  home  (physical  therapy,   occursa tional 
therapy  &  services  for  individuals  with  speech, 
hearing  &  language  disorders)   to  aged  and  disabled 
benef  iciaries . 
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MODEL  WAIVER  REQUESTS 
TOME  AND  COMMUNITY  BASED  SERVICES 


State  Description  of  ^oine  &  CoTnnunltv  Eased  Services  Status 

Mississippi  To  provide  case  management  services  to  up  to  50  ""ending 

categorically  needy  blind  or  disabled  children 
aged  13  or  under. 
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Appendix  B 

Status  of  Section  2176 


Home-  and  Community-Based  Care  Waivers 
as  of  June  30,  1983 


Source:  Health  Care  Finance  Administration,  DHHS 


P.L. 97-35,  SECTION  2176  WAIVER  REQUESTS 


FOR  HOME  AND  COMMUNITY-BASED  SERVICES 


Description  of  Home  and  Community-Based  Services 
and  Date  of  Initial  Request 

(All  Services  will  be  Provided  as  an  Alternative  to 
_____      _  Institutional  Care) 


State 

Alabama 
(2  requests) 


To  provide  rehabilitation  services  (excluding  room  and 
board)  to  MR/DD  individuals.  (8/5/82) 

To  provide  habilitation  services  (excluding  room  and 
board)  to  MR/DD  individuals  (revised).  (1/13/83) 


Status 

Disapproved 
(12/17/82) 

Approved 
(3/3/83) 
Effective 
(10/1/82) 


Alaska 


California 
(6  requests) 


To  provide  for  the  aged  and  disabled,  adult  residential 
care,  adult  foster  care,  home  health  nursing,  home 
health  aide,  personal  care  attendant,  homemaker,  respite 
care,  adult  day  care,  and  physical  modifications  to  the 
home;  and  to  provide  for  the  developmentally  disabled, 
as  additional  alternatives,  specialized  foster  care,  group 
home  services,  respite  care,  vocational  skills, training  and 
in-home  normalized  living  training.  (1/14/83) 

To  provide  case  management,  homemaker  and  personal  care 
services  to  aged  and  disabled  beneficiaries.  (12/18/81) 

To  provide  homemaker,  home  health  aide,  adult  day  health, 
habilitation,  respite  care  services,  personal  support, 
transportation  and  regional  center  direct  client  support 
services  to  mentally  retarded  beneficiaries.  (12/18/81) 

To  provide  homemaker,  home  health  aide,  adult 
day  health,  habilitation,  respite  care  services, 
personal  support,  transportation  and  regional  center 
direct  client  support  services  to  mentally  retarded 
beneficiaries.  (4/6/82) 


Additional 

Information 

Requested 


Disapproved 
(3/18/82) 

Disapproved 
(3/18/82) 


Approved 
11/1/82 
Effective 
(7/1/82) 


*       Indicates  New  Request 
**     Indicates  New  Approval 

o       Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate 
waiver  request 
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State  Status 


California.  To  provide  case  management,  homemaker,  home  health  aide, 
(cont'd)  personal  care,  respite  care  and  transportation  services 

to  mentally  ill  beneficiaries.  (5/14/82)  (DMH) 


To  provide  case  management,  home  health  aide  services, 
24-hour  nursing  services,  minor  physical  adaptations 
to  home,  utility  coverage  and  respite  care  to 
individuals  who  would  otherwise  require  an  acute  level 
of  care.  (3/30/83) 

To  provide  case  management,  adult  social  day  care, 
housing  assistance,  in-home  supportive  services, 
respite  care,  transportation,  meal  services, 
protective  services  and  special  communications  to 
individuals  who  would  otherwise  require  placement 
in  a  SNF  or  ICF.  (3/30/83) 

Colorado  To  provide  case  management,  homemaker,  personal  care, 

(3  requests)        adult  day  health,  respite  care  services,  meals  on  wheels, 

non-medical  transportation,  minor  home  modifications  and 
electrical  monitoring/communication  devices  to  aged  and 
disabled  beneficiaries.  (4/6/82) 

To  provide  case  management,  homemaker,  personal  care, 
adult  day  health,  respite  care  services,  meals  on  wheels, 
non-medical  transportation,  minor  home  modifications  and 
electrical  monitoring/communication  devices  to  aged  and 
disabled  beneficiaries.  (7/16/82) 

o  Modification  to  waiver  approved  on  8/17/82. 
Request  to  delete  "meals  on  wheels"  as  a  covered 
service  under  waiver.  (2/25/83).  Approved  4/26/83. 


Approved 
(12/8/82) 
Effective 
(12/8/82) 

Additional 

Information 

Requested 


Approved*  * 

(6/17/83) 

Received 

Effective 

(7/1/83) 


Withdrawn 
(6/9/82) 


Approved 
(8/17/82) 
Effective 
(7/1/82) 


To  provide  personal  care,  respite  care  and  non-medical  Approved 
transportation  to  mentally  retarded  and  mentally  ill  (1/6/83) 
beneficiaries  and  case  management  and  habilitation  Effective 

services  to  mentally  retarded  beneficiaries.  (5/14/82)  "  (10/1/82) 


*       Indicates  New  Request 
**     Indicates  New  Approval 

o       Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate 
waiver  request 
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State 


Status 


Connecticut       To  provide  case  management,  occupational  therapy,  home- 
maker,  companion,  chore,  meals  on  wheels,  day  care, 
transportation  and  mental  health  counseling  in  the  home 
to  aged  and  disabled  beneficiaries.  (6/10/82) 

Delaware  To  provide  case  management,  day  habilitation,  residential 

habilitation,  respite  care,  and  other  services  to 
individuals  who  would  require  an  ICF/MR  level  of  care 
(2/22/83) 


Approved 
(12/10/82) 
Effective 
(10/1/82) 

Additional 

Information 

Requested 


Florida  To  provide  case  management,  adult  day  health,  and  respite 

(2  requests         care  services  to  the  mentally  retarded,  aged  and  disabled; 
combined)  and  homemaker,  personal  care  services,  counseling,  escort, 

health  support  services  and  placement  services  for  adults 
to  the  aged  and  disabled;  and  developmental  training 
services,  diagnostic  and  evaluation  services,  family 
placement,  training  and  therapy  services  and  transportation 
to  the  mentally  retarded.  (12/25/81) 

o  Modification  to  waivers  approved  on  4/21/82.  Request 
to  change  effective  date  from  1/1/82  to  4/1/82.  (5/4/83) 
Approved  (2)  (6/7/83)** 

Georgia  To  provide  home  health  aide,  personal  care,  physical, 

occupational  and  speech  therapy  services,  nursing 
services,  special  medical  supplies,  equipment  and 
appliances,  planned  therapeutic  activities,  home- 
delivered  meals,  and  medical  social  services  to  aged, 
disabled  and  mentally  retarded  beneficiaries.  (12/2/81) 

o  Modification  to  waiver  approved  on  6/7/92.  Request  to 
change  per  capita  estimates  for  FY  1983  and  1984,  based 
on  first  year's  experience  (2/22/83).  Under  Review. 

Hawaii  To  provide  case  management,  homemaker,  physician  extender, 

(3  requests)        home  health  aide,  personal  care,  adult  day  health, 

habilitation  and  respite  care  services  to  mentally 

retarded  beneficiaries.  (3/19/82) 


Approved(2) 
(4/21/82) 
Effective 
(4/1/82) 


Approved 
(6/07/82) 
Effective 
(10/1/82) 


Approved 
(10/28/82) 
Effective 
(10/28/82) 


*       Indicates  New  Request 
**     Indicates  New  Approval 

o       Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as 
separate  waiver  request. 
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State 

Hawaii 
(cont'd) 


Idaho 


Illinois 

(2  requests) 


Iowa 

(2  requests) 


Kansas 

(3  requests) 


To  provide  case  management,  homemaker,  personal  care 
and  respite  care  to  individuals  who  would  require  the 
level  of  care  provided  in  a  SNF  or  ICF.  (2/10/83) 

To  provide  case  management,  homemaker  personal  care, 
adult  day  health,  habilitation,  respite  care  and 
other  services  to  patients  who  are  medically  or 
categorically  eligible  for  Medicaid  asistance  and 
who  are  certified  for  SNF  or  ICF  care.  (5/23/83) 

To  provide  minor  physical  modifications  to  the  home, 
respite  care  services,  day  care,  personal  care 
services,  attendant  care,  case  management  services, 
prescription  drugs,  non-medically  related  transportation, 
and  support  services  for  residential  care  facilities  to  no 
more  than  50  individuals  who  would  be  Medicaid- 
eategorically  eligible  if  institutionalized.  (Model 
Waiver).  (6/10/83) 

To  provide  adult  day  care,  chore,  homemaker,  case 
management,  home-delivered  meals  and  transportation 
services  to  the  aged  and  disabled.  (11/17/82) 


To  provide  respite  care,  day  program,  and  habilitation 
services  to  the  developmental^  disabled.  (5/6/83) 


To  provide  case  management  services  to  mentally  retarded, 
aged  and  disabled  beneficiaries.  Initial  implementation 
will  involve  Scott  County.  (3/12/82) 


To  provide  case  management  services  to  individuals  who 
qualify  for  SNF,  ICF  and  ICF/MR  services.  (12/2/82) 

To  provide  case  management,  homemaker,  home  health  aide, 
personal  care,  adult  day  health,  habilitation,  respite 
care  and  hospice  services  to  mentally  retarded,  aged  and 
disabled  beneficiaries.  (1/19/82) 

To  provide  occupational,  physical  and  speech  therapy  to 
individuals  currently  residing  in  adult  care  homes  within 
five  Kansas  counties.  (1/25/82) 


Status 

Additional 

Information 

Received 

Under  Review 


Under  Review* 


Approved** 
(6/17/83) 
Effective 
(7/1/83) 

Additional 

Information 

Requested 

Approved 
(5/7/82) 
Effective 
(1/1/82) 

Withdrawn 
6/8/83 

Approved 

(3/22/82) 
Effective 
(3/22/82) 

Withdrawn 
(9/21/82) 


*  * 


Indicates  New  Request 
Indicates  New  Approval 

Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate  waiver 
request 
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State 

Kansas 
(cont'd) 


Kentucky 
(3  requests) 


To  establish  two  intermediate  care  levels  of  services  to 
be  provided  only  to  those  individuals  requiring  less  than 
ICF  level  of  care  currently  being  provided  under  the  Kansas 
Medicaid  plan.  (2/3/82) 

To  provide  case  management,  homemaker,  home  health  aide, 
personal  care,  adult  day  health,  habilitation,  and  respite 
care  services  to  mentally  retarded  beneficiaries.  (3/16/82) 

o  Modification  to  waiver  approved  9/22/82.  Request  to 
change  reimbursement  methodology  and  to  change  effective 
date  from  7/1/82  to  4/1/83.  (3/7/83)  Approved  5/6/83.** 

To  provide  case  management,  homemaker,  home  health  aide, 
adult  day  health,  respite  care,  personal  care  services  and 
minor  home  adaptations  to  aged  and  disabled  beneficiaries. 
(3/26/82) 

o  Modification  to  waiver  for  the  aged  and  disabled 
approved  on  9/22/82.  Request  to  require  that  SNF/ICF 
level  of  care  determination  be  prepared  by  the  Kentucky 
Peer  Review  Organization,  to  change  the  individual 
assessment  forms  and  to  change  the  effective  date  of  the 
individual  assessment  forms  and  to  change  the  effective 
date  of  the  waiver  to  3/1/83.  (1/10/83).  Approved 
3/31/83. 


Status 

Disapproved 
(3/18/82) 


Approved 
(9/22/82) 
Effective 
(7/1/82) 


Approved 
(9/22/82) 
Effective 
(7/1/82) 


Louisiana 
(6  requests) 


To  provide  adult  day  health  care  through  adult  day  health 
centers  to  individuals  who  require  a  SNF  or  ICF  level  of 
care.  (3/25/83) 

To  provide  homemaker,  adult  day  health  and  habilitation 
services  to  mentally  retarded,  aged  and  disabled 
beneficiaries.  (11/24/81) 


Additional 

Information 

Requested 

Approved 

(1/6/82) 

Effective 


o  Modification  to  waiver  approved  on  1/6/82.  Request 
to  exclude  deeming  for  individuals  using  the  three  home 
1  and  community-based  services  (adult  day  care,  homemaker 

and  habilitation)  approved  for  the  Louisiana  Medicaid 
program.  (8/9/82).  Approved  9/13/82;  Effective  9/1/82. 

o  Modification  to  waiver  approved  on  1/6/82.  Request  to 
add  an  Infant  Intervention  Program  to  approved  waiver. 
(3/29/83)  Additional  Information  Requested. 

*       Indicates  New  Request 
**     Indicates  New  Approval 

o    ,   Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate  waiver 
request  * 
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State  Status 

Louisiana  o  Modification  to  waiver  approved  on  1/6/82.  Request  to 

(cont'd)  suspend  provision  of  homemaker  services  from  3/1/83  -  8/31/83 

because  of  lack  of  funds.  Additionally,  requests  suspension 

of  adult  day  health  services.  (3/30/83).  Additional 

Information  Requested. 

To  provide  substitute  family  care  services,  respite  care 
services  and  supervised  apartment  care  services  to 
individuals  who  would  otherwise  require  SNF  or  ICF 
services.  (6/2/83) 

To  provide  group  home/community  home  services  to 
individuals  who  would  be  eligible  for  institutional 
services  under  42  CFR  435.231  and  who  are  now  eligible 
under  42  CFR  435.232  (mentally  retarded,  physically 
handicapped,  chronically  mentally  ill  or  substance 
abuse  individuals).  (6/2/83) 

To  provide  in-home  services  and  personal  care  attendant 
services  to  individuals  who  would  be  eligible  for 
institutional  services  under  42  CFR  435.231  and  who 
are  now  eligible  under  435.232.  (6/2/83) 

To  provide  case  management  services  to  individuals  who 
would  otherwise  require  SNF  or  ICF  services.  (6/2/83) 

To  provide  financial  assistance  and  services  to  families 
for  specific  needs  of  a  mentally  retarded  individual 
to  remain  at  home  or  to  return  home  from  an  out-of-home 
placement.  (6/2/83) 


L 


Under  Review* 


Under  Review* 


Under  Review* 


Under  Review* 


Under  Review* 


L 
C 
L 
L 
L 
t 

c 
t 


* 

#  * 


r 
j 

t 

Indicates  New  Request  {Q 
Indicates  New  Approval 

Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate  waiver 
request 
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State 


Maine 


Maryland 


Massachusetts 
(3  requests) 


Michigan 


[innesota 


To  provide  home  and  community-based  services  to  the 
mentally  retarded.  (4/11/83) 


To  waive  1902(a)(1)  and  (23)  and  1902(A)(10)  and  (13), 
(B)  and  (C)  to  furnish  case  management,  residential 
habilitation,  day  care  and  transportation  services  to 
669  MR/DD  clients  who  are  presently  institutionalized 
in  two  ICF/MR's  (Rosewood  and  Henryton  State 
Residential  Centers).  (10/21/82) 

To  provide  to  the  aged  and  disabled,  home  health,  adult 
foster  care,  private  duty  nursing,  respite  care,  personal 
emergency  response  system  and  individual  assessments. 
(6/3/82) 

o  Modification  to  waiver  approved  on  1/18/83. 
Request  to  change  effective  date  to  7/1/83. 
(2/17/83).  Approved  4/25/83. 

To  provide  to  the  mentally  retarded,  residential  services, 
developmental  day  services,  personal  care,  respite  care, 
case  management,  environmental  aids  and  transportation 
services.  (6/3/82) 

To  provide  personal  emergency  response  system,  homemaker 
services,  orientation  and  mobility  services,  home  residence 
adaptations,  habilitation  services,  case  management, 
residential  care,  sign  language  skills  and  family  involve- 
ment services  to  the  aged,  blind  and  to  developmentally 
disabled  young  adults.  (7/21/82) 

To  provide  case  management,  personal  care,  private 
duty  nursing,  environmental  modifications,  extended 
home  health  services,  psychosocial  and  respite  care 
services  to  no  more  than  50  categorically  needy  and 
medically  needy  blind  or  disabled  individuals  under 
21  who  would  otherwise  require  institutional  care. 
Model  Waiver.  (3/29/83) 

To  provide  case  management,  homemaker,  home  health  aide, 
personal  care,  adult  day  health,  respite  care  services 
and  foster  care  for  the  elderly  to  aged  and  disabled 
beneficiaries.  (12/9/81) 


* 

*  * 


Status 

Additional 

Information 

Requested 

Approved 
(3/4/83) 
Effective 
(7/1/83) 


Approved 
(1/18/83) 
Effective 
(1/18/83) 


Withdrawn 
(1/17/83) 


Additional 

Information 

Requested 


Approved 
(5/16/83) 
Effective 
(5/1/83) 


Approved 
(7/23/82) 
Effective 
(7/23/82) 


Indicates  New  Request 
Indicates  New  Approval 

Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate  waiver 
request 
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State 


Mississippi 


Missouri 
(2  requests) 


Montana 
(2  requests) 


Nebraska 


Nevada 
(2  requests) 


To  provide  case  management  services  to  no  more  than 
fifty  disabled  children  age  18  or  under  who  are 
institutionalized  and  require  a  SNF  or  ICF  level  of 
care  and  who  would  become  ineligible  due  to  deeming 
rules  if  they  returned  home  (Model  Waiver).  (1/10/83) 

To  provide  homemaker/chore  services,  adult  day  treatment, 
respite  care  and  adult  family  home  services  to  aged  and 
disabled  beneficiaries.  (2/26/82) 


To  provide  adult  day  health  services  to  aged  and  disabled 
beneficiaries.  (7/7/82) 


To  provide  case  management,  homemaker,  adult  day  health, 
habilitation,  respite  care,  nursing  services,  physical, 
occupational  and  speech  therapy  and  psychologist 
services  to  mentally  retarded  beneficiaries.  (12/2/81) 

To  provide  case  management,  homemaker,  personal  care 
attendant,  adult  day  health,  habilitation  and  respite 
care  services  to  the  elderly,  physically  handicapped 
and  developmentally  disabled.  (1/4/83) 

To  provide  case  management,  homemaker,  personal  care, 
habilitation  and  psychiatric  day  services  to  mentally 
ill  beneficiaries  and  case  management,  habilitation 
and  transportation  services  to  mentally  retarded 
beneficiaries.  (6/2/82) 

To  provide  case  management  and  habilitation  services 
to  mentally  retarded  beneficiaries.  (3/1/82) 


To  provide  case  management,  home  health,  personal  care, 
respite  care,  nursing  services,  physical  and  occupational 
therapy,  speech  pathology,  self-help  devices, 
and  minor  home  modifications,  medical  equipment  and 
supplies  to  disabled  persons  eligible  for  placement  in 
a  SNF  or  ICF  (11/9/82) 


Status 

Approved 
(3/8/83) 
Effective 
(1/13/83) 


Approved 
(4/22/82) 
Effective 
(4/22/82) 

Approved 
(10/1/82) 
Effective 
(7/1/82) 

Approved 
(2/2/82) 
Effective 
(2/2/82) 

Approved 
(2/3/83) 
Effective 
(7/1/83) 

Disapproved 
11/9/82 


Approved 
(6/24/82) 
Effective 
(7/1/82) 

Additional 

Information 

Requested 


*       Indicates  New  Request 
**     Indicates  New  Approval 

o       Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate  waiver 
request 
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New  Hampshire  To  provide  case  management,  personal  care,  adult  day 
care,  habilitation  and  respite  services  in  the 
community  for  the  developmentally  disabled  at  the 
ICF/MR  level  of  care.  (4/19/83) 

New  Jersey        To  provide  case  management,  habilitation,  respite 
(2  requests)        care,  residential  training  and  supervision  and 

intervention  services  to  mentally  retarded 

beneficiaries.  (6/7/82) 

To  provide  case  management,  home  health,  medical  day  care, 
transportation,  homemaker,  social  day  care,  pharmaceuticals 
and  respite  care  sundries  to  eligible  individuals.  (12/6/82) 


New  Mexico       To  provide  case  management,  home  care,  adult  day  care  and 
respite  care  for  persons  age  65  or  older  who  are  physcially 
handicapped  or  blind;  and  would  require  care  in  a  SNF 
or  ICF;  and  may  already  be  in  a  SNF  or  ICF;  and  for  whom 
the  home  and  community-based  services  can  be  expected  to 
be  equivilent  or  less  than  the  costs  of  institutional 
care;  and  who  meet  eligibility  requirements.  (6/6/83) 

New  York  To  provide  case  management,  respite  care,  medical 

social  services,  nutritional  counseling,  respiratory 
therapy,  congregate  meals,  social  day  care,  moving 
assistance,  social  transportation,  housing  improve- 
ment services,  home  maintenance  tasks  to  aged  and 
disabled  beneficiaries.  (4/26/82) 

North  To  provide  case  management,  homemaker,  home  health  aide 

Carolina  services,  adult  day  health,  respite  care,  chore  services, 

(3  requests)        preparation  and  delivery  of  meals,  skilled  nursing 

services  and  home  mobility  aids  to  aged  and  disabled 

beneficiaries.  (4/27/82) 

To  provide  case  management,  homemaker,  home  health 
aide,  personal  care,  adult  day  health,  personal 
habilitation,  respite  care,  and  screening  services, 
and  home  mobility  aids  and  durable  medical  equipment 
to  individuals  eligible  for  ICF/MR  care  (11/30/82) 


Additional 

Information 

Requested 


Approved 
(12/28/82) 
Effective 
(10/1/82) 

Approved** 
(6/8/83) 
Effective 
(10/1/83) 

Under  Review* 


Approved 
(12/2/82) 
Effective 
(12/2/82) 


Approved 
(10/1/82) 
Effective 
(7/1/82) 


Approved 
(2/22/83) 
Effective 
(2/22/83) 


*       Indicates  New  Request 
**     Indicates  New  Approval 

o       Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate 
waiver  request 
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State 

North 
Carolina 
(cont'd) 


North  Dakota 


Oregon 


Pennsylvania 
(6  requests) 


To  provide  case  management  Statewide  for  children  who 
would  lose  Medicaid  through  deeming  of  parental  income 
if  they  lived  at  home  instead  of  in  institutions.  For 
persons  in  hospitals,  SNFs,  ICFs  and  ICF/MRs.  (Model 
Waiver)  (4/26/83) 

To  provide  case  management,  homemaker,  home  health  aide, 
health  aide,  personal  care,  adult  day  care,  habilitation 
and  respite  care  services  to  mentally  retarded 
beneficiaries.  (6/24/82) 

To  provide  homemaker,  housekeeper/chore  services,  non- 
medical transportation,  substitute  living  services, 
minor  physical  home  adaptations  and  residential  care 
facility  services  to  mentally  retarded,  aged  and  disabled 
beneficiaries  and  case  management,  habilitation  and 
respite  care  services  to  mentally  retarded  beneficiaries, 
and  personal  care  services  to  the  mentally  ill.  (11/18/81) 

To  provide  case  management  adult  day  health,  habilitation 
and  transportation  services,  and  physical,  occupational, 
speech,  visual  and  behavior  therapies  and  minor  adaptions 
to  the  residence  to  eligible  individuals  requiring  ICF 
level  of  care.  (11/8/82) 

To  provide  case  management,  adult  day  health,  habilitation, 
and  other  services  to  insure  a  beneficiary's  optimal 
functioning  in  the  community  to  mentally  retarded  persons 
who  have  been  determined  to  require  an  ICF/MR  level 
of  care  as  defined  by  42  CFR  440.150.  (5/2/83) 

To  provide  case  management,  adult  day  health  and 
habilitation  services  in  community  living  arrangements 
and  in  vocational  rehabilitation  facilities;  therapy 
(physical  or  occupation,  speech,  visual  and  behavioral) 
services  and  minor  physical  adaptations  to  the  CLA 
residences  in  Bucks  County.  (6/30/83) 


Status 


Under  Review 


Approved 
(3/24/83) 
Effective 
(4/1/83) 

Approved 
(12/23/81) 
Effective 
(12/23/81) 


Approved 
(5/27/83) 
Effective 
(7/1/83) 


Under  Review 


Under  Review* 


* 

*  * 


Indicates  New  Request 
Indicates  New  Approval 

Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate 
waiver  request 
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Data  as  of  6/30/83 

Page  11  -  P.L.  97-35,  Section  2176  Waiver  Requests  for  Home  and  Community-Based  Services 
State  Status 


Pennsylvania 
(cont'd) 


Rhode  Island 
(4  requests) 


To  provide  adult  day  health  and  habilitation  services 
in  community  living  arrangements  and  in  vocational 
rehabilitation  facilities;  minor  physical  adaptations 
to  CLA  residences  and  adult  day  care  facilities; 
physical  or  occupational,  speech,  visual  or  behavioral 
therapies  in  Chester  County.  (6/30/83) 

To  provide  case  management,  adult  day  health  and 
habilitation  services  in  community  living  arrangements 
and  in  vocational  rehabilitation  facilities; 
transportation  services;  physical  and  occupational, 
speech,  visual  and  behavioral  therapy  and  minor 
physical  adaptations  to  the  CLA  residences  in 
Delaware  County.  (6/30/83) 

To  provide  adult  day  health  and  habilitation  services 
in  community  living  arrangements  and  in  vocational 
rehabilitation  facilities;  transportation  services; 
physical  and  occupational,  speech,  visual,  and 
behavioral  therapies  and  minor  adaptations  to  the 
CLA  residences  in  Montgomery  County.  (6/30/83) 

To  provide  case  management,  hornemaker,  adult  day  care 
services,  devices  to  adapt  home  environment,  minor 
assistive  devices,  and  transportation  to  aged  and  disabled 
categorically  needy  individuals  who  are  discharged  from 
hospitals.  (3/1/82) 

o  Amendments  to  waiver  approved  on  6/30/82.  Request  to 
revise  definition  of  statewideness  to  add  persons 
discharged  from  an  additional  area  hospital  to  the 
communities  of  Providence,  Cranston,  Johnston,  and 
North  Providence.  (9/1/82).  Approved  (1/19/83) 

To  provide  case  management,  adult  day  health  and 
transportation  services  to  the  chronic  mentally  ill 
who  would  otherwise  require  ICF/SNF  care.  (9/8/82) 

To  provide  to  the  mentally  retarded  case  management 
hornemaker,  adult  habilitation  services,  respite  services, 
and,  under  certain  circumstances,  early  intervention 
services,  adult  foster  care,  specialized  hornemaker  services, 
devices  to  adapt  the  home  environment,  minor  assistance 
devices  and  transportation.  (2/8/83) 


Under  Review* 


Under  Review* 


Under  Review* 


Approved 
(6/30/82) 
Effective 
(1/1/82) 


Disapproved 
(12/20/81) 


Additional 

Information 

Received 


* 

*  * 


Indicates  New  Request 
Indicates  New  Approval 

Indicates  request  for  minor  modification  of  an  approved  waiver 
waiver  request 


not  counted  as  separate 
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Data  as  of  6/30/83 

Page  12  -  P.L.  97-35,  Section  2176  Waiver  Requests  for  Home  and  Community-Based  Services 


State 

Rhose  Island 
(cont'd)  • 


South 
Carolina 


South  Dakota 


Tennessee 
(4  requests) 


To  provide  case  management,  adult  day  health  and 
transportation  services  to  the  chronic  mentally  ill 
who  would  otherwise  requie  ICF/SNF  care.  (2/4/82) 
/Resubmission  of  request  disapproved  on  12/30/827 

To  provide  case  management  to  aged  and  disabled 
beneficiaries.  (4/8/82) 


o  Modification  to  waiver  approved  8/20/82.  Request 
to  revise  effective  date  from  5/1/82  to  1/1/83. 
Under  Review.* 

To  provide  case  management  and  habilitation  services, 
dietary  services,  nursing  services,  psychological 
services,  physicians'  services,  pharmacy  and  dental 
services,  physical,  occupational  and  speech  therapy, 
audiological  and  optometric  services,  eyeglasses  and 
transportation  to  mentally  retarded  beneficiaries. 
(3/12/82) 

o  Modification  to  waiver  approved  7/6/82.  Request  to 
exclude  deeming  of  income  for  individuals  eligible  for 
the  home  and  community-based  services  provided  under 
South  Dakota's  approved  waiver.  (10/26/82).  Approved 
(12/7/82). 

To  provide  home  health  aide  services  to  aged  and 
disabled  beneficiaries.  (1/11/82) 


To  provide  a  home  and  community-based  health  care 
system  to  serve  as  an  alternative  to  institutional 
long-term  care  in  Shelby  County.  (4/8/83) 

To  provide  case  management,  personal  care,  home  health 
care,  adult  day  care,  respite  care,  transportation, 
medical  equipment,  home  mobility  aids  and  home-delivered 
meals  to  individuals  requiring  institutional  care. 

(4/25/83) 


Status 

Approved 
(4/25/83) 
Effective 
(4/25/83) 

Approved 
(8/20/82) 
Effective 
(5/1/82) 


Approved 
(7/6/82) 
Effective 
(6/1/82) 


Additional 

Information 

Requested 

Withdrawn 
(5/26/83) 


Additional 

Information 

Requested 


*       Indicates  New  Request 
**     Indicates  New  Approval 

o       Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate 
waiver  request 
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Data  as  of  6/30/83 


Page  13  -  P.L.  97-35,  Section  2176  Waiver  Requests  for  Home  and  Community-Based  Services 
State  Status 


Tennessee  To  provide  a  home  and  community-based  health  care  system 

(cont'd)  which  will  serve  as  an  alternative  to  SNF/ICF  in  Shelby 

County,  providing:  case  management,  personal  care 
services,  respite  care,  nursing  and  therapy  services, 
minor  home  modifications,  DME,  home-delivered  meals  and 
transportation.  (5/27/83) 

Texas  To  provide  Medicaid  home  and  community-based  services 

under  1915(c)  of  the  Social  Security  Act.  Limits 
services  to  eligible  individuals  residing  in  Potter  or 
Randall  Counties.  (1/18/83) 

Utah  To  provide  case  management,  homemaker,  home  health 

aide,  personal  care,  adult  day  health,  respite  care, 
hospice  services,  medical  alert  and  monitoring 
system,  minor  home  modifications  and  night  support 
services  to  aged,  disabled  and  mentally 
retarded  beneficiaries;  and  habilitation  services  to 
the  mentally  retarded.  (6/8/82) 

Vermont  To  provide  case  management,  adult  day  health, 

habilitation  and  respite  care  services  to  mentally 
retarded  and  mentally  ill  beneficiaries.  (1/22/82) 


Virginia  To  provide  personal  care  services  to  aged  and  disabled 

beneficiaries.  (5/17/82) 


o  Modification  to  waiver  approved  on  6/18/82.  Request 
to  include  a  1916(b)  copayment  waiver  to  exempt  personal 
care  recipients  from  copayments.  (4/20/83).  Under  Review. 

Washington         To  allow  reimbursement  for  persons  receiving  home  and 
(2  requests)        community-based  care  under  a  system  called  Community 
Options  Program  Entry  System  (COPES).  (8/16/82) 

o  Modification  to  waiver  approved  on  12/17/82. 
Request  to  change  effective  date  to  1/1/83.  (2/2/83). 
Approved  2/25/83. 


Under  Review 


Approved 
(4/14/83) 
Effective 
(1/1/83) 

Approved 
(10/20/82) 
Effective  ' 
(9/1/82) 


Approved 
(6/23/82) 
Effective 
(4/1/82) 

Approved 
(6/18/82) 
Effective 
(6/18/82) 


Approved 
(12/17/82) 
Effective 
(10/1/82) 


*       Indicates  New  Request 
**     Indicates  New  Approval 

o       Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate 
waiver  request 
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Data  as  of  6/30/83 


Page  14  -  P.L.  97-35,  Section  2176  Waiver  Requests  for  Home  and  Community-Based  Services 


State 

Washington 
(cont'd) 


West 
Virginia 


Wisconsin 


To  provide  "Community  Alternatives  Program"  to 
developmentally  disabled  people.  (3/30/83) 


To  provide  habilitation  and  respite  care  to  the  mentally 

retarded  and  case  management,  homemaker,  home  health 

aide,  respite  care,  chore  services,  adult  day  care, 

adult  family  care,  and  personal  care  home  support  services 

and  skilled  nursing  services  to  the  aged  and  disabled. 

(4/22/82) 

To  provide  case  management,  supportive  home  care, 
alternative  care,  and  respite  care  to  individuals 
who  require  an  ICF/MR  level  of  care.  (2/22/83). 
/Companion  to  1915(b)  waiver  request  received  on 
same  date./ 


Status 

Additional 

Information 

Requested 

Approved 
(12/6/82) 
Effective 
(12/6/82) 


Additional 

Information 

Requested 


*       Indicates  New  Request 
**     Indicates  New  Approval 

o       Indicates  request  for  minor  modification  of  an  approved  waiver  —  not  counted  as  separate 
waiver  request 
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APPENDIX  C 


STUDY  METHDOLOGY 


Through  a  collaborative  arrangement  with  the  National  Governors'  Association 
(NGA)  and  the  Health  Care  Financing  Administration  (HCFA),  the  waiver  applications  and 
supporting  communications  submitted  by  states  to  HCFA  were  duplicated  by  NGA  and 
forwarded  to  the  study  team.  Only  applications  that  were  approved  as  of  February  15, 
1983  were  included  in  this  analysis. 

It  was  originally  hoped  that  most  of  the  information  necessary  to  complete  the  study 
could  be  obtained  directly  from  the  applications  and  official  communications  between  the 
states  and  HCFA.  To  test  this,  the  authors  selected  several  of  the  earliest  approved 
waiver  applications  to  assess  both  the  degree  to  which  information  could  be  reliably 
abstracted  from  the  waivers  and  the  degree  to  which  desired  information  was  available. 
It  became  clear  that  in  order  to  meet  the  study's  objectives,  it  would  be  necessary  to  go 
beyond  the  formal  applications  and  contact  persons  who  were  actually  involved  in  the 
planning,  drafting,  and  implementation  of  the  waiver  programs. 

Prior  to  identifying  and  contacting  key  informants  in  each  of  the  states  submitting 
waivers,  the  authors  developed  a  list  of  general  issues  about  which  information  needed  to 
be  gathered  uniformly.  In  all,  13  issue  areas  were  identified  as  potentially  important  to 
understanding  the  effects  of  waiver  proposals  on  long-term  care  systems  and  their  clients. 
Within  these  13  areas  a  number  of  specific  questions  that  the  authors  wanted  to  be  able  to 
answer  about  each  state  were  drafted.  An  abstracting/interviewing  form  was  then 
developed  so  that  congruent  information  would  be  gathered  from  waiver  applications  and 
key  informants  across  states.  (Copies  of  the  abstracting  and  interviewing  forms  are 
available  upon  request.) 

Interviewees  were  generally  persons  who  had  been  instrumental  in  the  development 
and  drafting  of  each  state's  waiver  application.  These  key  informants  were  identified 
either  through  the  state  contact  person  listed  on  the  waiver  application,  or  through  other 
contacts  of  the  authors  if  that  appeared  to  be  more  expeditious.  Considerable  care  was 
taken  to  identify  potential  informants  who  knew  the  day-to-day  operation  of  the  LTC 
system  well  enough  to  assess  the  impact  of  the  proposed  plan  on  clients,  the  extent  to 
which  the  waiver  actually  requested  new  services,  and  the  extent  to  which  the  waiver  plan 
presented  pre-existing,  long-range  plans  within  the  long-term  care  system(s).  No  state 
respondents  refused  to  participate,  although  in  some  instances  alternative  or  additional 
informants  were  identified  for  all  or  part  of  the  interview.  At  the  time  of  the  initial 
interview,  many  states  did  not  have  detailed  information  regarding  the  assessment  and 
case  management  aspects  of  their  proposed  programs.  Therefore,  states  were  re- 
interviewed  several  months  after  the  initial  contact  was  made. 
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APPENDIX  D 

LEGISLATIVE  HISTORY  OF  PL  97-35  AND  THE  WAIVER  APPLICATION  COST  FORMULA 


The  exact  statutory  language  of  the  assurance  that  deals  with  cost  is  as  follows: 

The  average  per  capita  expenditure  estimated  by  the  state  in  any 
fiscal  year  for  medical  assistance  provided  with  respect  to  such 
individuals  does  not  exceed  the  average  per  capita  expenditure  that 
the  state  reasonably  estimates  would  have  been  made  in  that  fiscal 
year  for  expenditures  under  the  state  plan  for  such  individuals  if  the 
waiver  had  not  been  granted.  (Section  1915  (c)(2)(D)). 

The  legislative  origin  of  the  financial  assurance  section  is  instructive.  The  House 
report  provided  that  the  Secretary  would  not  be  permitted  to  approve  a  waiver  unless  the 
state  could  assure  that  implementation  would  not  result  in  a  level  of  expenditures  for  all 
long-term  care  services  greater  than  the  level  of  expenditures  without  the  waiver.  Thus, 
the  House  language  focused  on  aggregate  expenditures  and  did  not  mention  per  capita 
expenditures.  The  Senate  version  had  no  comparable  provision. 

The  conference  agreement  specified  that  the  total  of  all  medical  assistance  for 
services  provided  to  individuals  who  would  qualify  for  community-based  care  under  the 
state  program  may  not  exceed,  on  an  average  per  capita  basis,  the  total  expenditures 
which  would  be  incurred  for  such  individuals  if  they  were  institutionalized.  Having  thus 
introduced  the  concept  of  "per  capita  costs,"  the  conferees  then  go  on  with  an  explanatory 
statement.  They  state: 

In  determining  the  per  capita  costs,  the  conferees  expect  the  costs  of 
medical  assistance  for  these  community-based  care  recipients  will  be 
divided  by  the  number  of  individuals  who  are  determined  likely  to  be 
institutionalized  without  these  services.  The  conferees  believe  this 
will  provide  protections  to  assure  that  aggregate  costs  will  not  be 
greater  than  they  would  have  been  without  the  alternative  services. 


The  U.S.  Department  of  Health  and  Human  Services,  apparently  taking  its  cue  from  the 
Conference  Committee  report  language,  published  in  regulations  the  following  formula: 

(AxB)+(CxD)     must  be  equal  to  (FxG)+(HxI) 
F  +  H  or  less  than  F  +  H 

Where: 

A  =  the  estimated  number  of  beneficiaries  who  would  receive  the  level  of  care  provided 
in  a  SNF,  ICF,  or  ICF/MR  under  the  waiver. 

B  =  the  estimated  Medicaid  payment  per  eligible  user  of  such  institutional  care  under  A. 

C  =  the  estimated  number  of  beneficiaries  who  would  receive  home  and  community- 
based  services  under  the  waiver  or  other  non-institutional  services  included  under 
the  state  plan. 


*  "Omnibus  Budget  Reconciliation  Act  of  1981,"  Book  2,  Conference  Report,  House  Report 
No.  97-208;  97th  Congress,  1st  session;  July  29,  1981,  p.  967. 
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D  =  the  estimated  Medicaid  payment  per  eligible  user  of  such  home  and  community- 
based  services  under  C. 

F  =  the  estimated  number  of  beneficiaries  who  would  likely  receive  the  level  of  care 
provided  in  a  SNF,  ICF,  ICF/MR,  in  the  absence  of  a  waiver. 

G  =    the  estimated  Medicaid  payment  per  eligible  user  of  such  institutional  care  under  F. 

H  =  the  estimated  number  of  beneficiaries  who  would  receive  any  of  the  non-institu- 
tional, long-term  care  services  otherwise  provided  under  the  state's  Medicaid  plan  as 
an  alternative  to  institutional  care,  in  the  absence  of  a  waiver. 

I  =  the  estimated  Medicaid  payment  per  eligible  user  of  the  non-institutional  services 
referred  to  in  H. 

Although  the  statute  and  the  conference  report  specifically  calls  for  a  comparison 
of  all  medical  assistance  (not  just  long-term  care  services)  provided  to  individuals 
receiving  services,  the  regulations  state  that,  "We  are  excluding  from  the  calculations 
services  other  than  long-term  care  services,  since  they  should  be  unaffected  by  the 
waiver,  and  their  inclusion  would  simply  make  the  calculations  more  burdensome."* 

The  most  immediately  striking  aspect  of  this  formula  is  that  both  sides  of  the 
equation  are  divided  by  the  same  denominator.  Because  the  denominator  is  the  same  on 
both  sides  of  the  equation,  for  purposes  of  analysis,  it  can  be  eliminated  and  the  equation 
simplified.  The  new  remaining  equation  is:  (AxB)  +  (CxD)  must  be  equal  to  or  less  than 
(FxG)  +  (Hxl).  In  short,  the  equation  demands  that  aggregate  costs  for  long-term  care 
services  under  the  waiver  not  exceed  aggregate  costs  without  a  waiver  program.  This  is, 
of  course,  in  keeping  with  the  Conference  Committee's  statement  in  the  report  that 
"aggregate  costs  will  not  be  greater  than  they  would  have  been  without  the  alternative 
services." 

Second,  and  more  important,  the  statutory  language  references  the  average  per 
capita  expenditures  under  the  waiver.  In  order  to  determine  per  capita  costs,  total  costs 
must  be  divided  by  the  number  of  people  served.  Since  the  total  number  of  people  served 
under  the  waiver  are  A  +  C,  the  standard  definition  of  per  capita  costs  would  require  the 
aggregate  costs  (the  numerator)  be  divided  by  A  +  C.  But  the  regulatory  formula  requires 
that  the  numerator  be  divided  by  F  +  H  (the  number  serviced  without  the  waiver).  Thus,  if 
the  formula  is  to  yield  true  per  capita  costs  under  the  waiver  and  also  be  in  compliance 
with  the  regulations,  A  +  C  must  equal  F  +  H.  If  this  is  so,  then  a  state  must  serve  no 
more  people  under  the  waiver  than  they  plan  to  serve  if  the  waiver  is  not  approved. 

This  statutory  language,  and  the  mathematical  formula  set  forth  in  the  regulations 
to  implement  it,  are  more  than  technical  compliance  tools.  HCFA's  interpretation  of  the 
formula  has  serious  policy  consequences.  Over  the  months  that  the  program  has  been  in 
effect,  HCFA's  interpretation  of  certain  aspects  of  the  formula  seems  to  have  changed. 
In  the  early  months  of  the  program,  HCFA  seems  to  have  allowed  an  interpretation  of  the 
formula  that  permitted  states  to  serve  under  the  waiver  a  significantly  greater  number  of 
individuals  than  they  would  otherwise  have  served,  provided,  of  course,  they  did  so  at  no 
greater  cost  to  Title  XIX.  In  terms  of  the  formula,  this  meant  that  A  +  C  could  be 
greater  than  F  +  H  if  total  cost  was  not  increased.    As  a  result,  this  program  was 


*  it 6  Federal  Register  48535,  October  1,  1981. 
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purported  to  be  helping  states  to  serve  a  greater  number  of  individuals  in  less  institutional 
care  settings  for  fewer  Medicaid  dollars.* 

It  seems  that  HCFA  is  now  implementing  the  formula  in  a  more  restrictive  fashion. 
It  would  appear  that  states  are  now  permitted  to  serve  no  more  people  under  the 
waiverthan  they  would  otherwise  have  served  in  the  absence  of  a  waiver.  In  terms  of  the 
formula,  this  means  that  A+C  may  not  exceed  F+H,  regardless  of  aggregate  costs.  Thus, 
the  potential  for  cost  savings  to  Title  XIX  is  greater,  but  the  states  have  lost  the  ability 
to  use  program  savings  to  serve  additional  people  in  the  community  who  would  technically 
qualify  for  institutional  placement. 

A  review  of  these  early  applications  revealed  that,  of  the  waivers  approved  between 
December  1981  and  July  1982,  four  planned  to  increase  the  number  of  persons  receiving 
LTC  services  under  the  waiver  program  by  more  than  ten  percent  (Oregon,  Nevada, 
Louisiana,  and  Iowa).  Approval  of  those  early  applications  reflected  what  many  feel  to  be 
a  reasonable  interpretation  of  the  initial  intent  of  the  program.  In  short,  these  states 
were  proposing  to  use  the  savings  generated  by  reducing  their  institutional  population  to 
purchase  less  costly  non-institutional  care  for  a  greater  number  of  people. 

Since  July  1982,  no  waivers  have  been  approved  that  would  increase  the  Medicaid 
LTC  population  by  more  than  six  percent,  and  almost  all  of  them  would  not  increase  the 
total  by  more  than  two  percent.  (See  section  IV  of  this  report.)  Furthermore,  several 
states  indicated  that  they  were  told  that  their  waivers  would  not  be  approved  if  they 
showed  an  increase  in  population  being  served. 

HCFA  now  claims  that,  in  general,  a  waiver  cannot  be  approved  unless  A+C  =  F+H. 
HCFA  believes  that  it  is  the  intent  of  the  law  that  the  waiver  program  serve  only  those 
people  who  would  otherwise  be  institutionalized  or  served  by  Title  XIX  home  and 
community-based  services.  If  A+C  is  greater  than  F+H,  HCFA  wants  to  know  how  those 
excess  people  would  have  been  served  had  the  waiver  not  been  approved.  If  the  answer  is 
that  they  would  have  been  served  under  some  other  program,  such  as  Title  XX  or  a  state 
funded  program,  that  is  considered  refinancing  of  already  existing  services  with  Medicaid 
dollars  and  is  not  acceptable.  If  the  answer  is  that  the  newly  eligible  are  people  who 
would  probably  have  remained  at  home  without  any  services  even  though  they  meet  the 
level  of  care  criteria  for  institutional  care,  HCFA  also  considers  that  an  unacceptable 
response,  since  technically  they  do  not  meet  the  waiver  program  eligibility  standard  of  a 
person  who  but  for  the  provision  of  home  and  community-based  services  would  be 
institutionalized. 

Utah's  application  is  an  example  of  the  more  recent  interpretation.  Utah's  original 
formula  indicated  that  under  the  waiver  it  would  serve  200  more  mentally  retarded 
individuals  at  a  lower  cost  than  it  would  without  the  waiver.  The  200  people  that  Utah 
anticipated  adding  under  their  community-based  program  were  mentally  retarded  persons 
who  were  living  at  home  with  their  parents,  but  who  the  state  felt  would  benefit  from 
these  services  if  available.  HCFA  denied  this  application,  contending  that  it  is  not  proper 
to  serve  these  people  under  this  program  since  in  the  absence  of  the  waiver,  they  would 
not  be  institutionalized.   Utah  had  hoped  to  serve  them,  since  they  are  individuals  who 


*  An  exception  to  this  was  one  of  the  early  waiver  requests  from  California.  In  that 
application  they  essentially  stated  that  they  planned  to  serve  under  the  waiver  over  16,000 
people  that  were  then  served  under  Title  XX.  HCFA  viewed  this  as  inappropriate 
refinancing  and  denied  the  waiver. 
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meet  the  level  of  care  criteria  for  institutional  care  and  who  could  benefit  greatly  from 
home  and  community-based  services.* 

However,  it  is  still  not  clear  to  what  extent  HCFA  plans  to  hold  states  accountable 
for  all  aspects  of  their  equation.  It  is  our  understanding  that  HCFA  currently  alleges  that 
the  states  are  to  be  held  accountable  for  the  numbers  of  individuals  served  as  well  as  the 
total  costs  incurred.  Thus,  it  is  at  least  theoretically  possible  that  a  state  could  serve 
more  people  than  they  had  initially  estimated,  still  at  an  aggregate  cost  savings,  and  find 
their  waiver  withdrawn  for  not  meeting  the  formula  assurance. 

It  should  be  understood  that  the  an  argument  can  be  made  for  this  more  restrictive 
interpretation.  Indeed,  if  the  "waiver"  (left)  side  of  the  equation  must  be  divided  by  F+H 
(number  served  without  the  waiver),  as  the  conference  report  language  seems  to  require, 
and  if  the  equation  is  to  compare  true  per  capita  costs,  as  required  by  statute,  then  A+C 
(number  served  with  the  waiver)  must  equal  F  +  H;  that  is,  the  total  number  of  people 
served  under  the  waiver  can  be  no  more  than  the  number  served  in  the  absence  of  a 
waiver. 

It  thus  appears  tht  HCFA  has  written  a  formula  that  is  not  inconsistent  with  the 
statutory  language  and  the  legislative  history.  It  is  clear  that  the  possibility  of 
refinancing  was  on  peoples'  minds  when  they  designed  the  formula  with  the  condition  that 
there  be  no  increase  in  persons  served.  Nevertheless,  the  authors  believe  that  this 
approach  may  be  penny-wise  and  pound-foolish.  Furthermore,  we  believe  that  it  is 
entirely  possible  that  Congress  might  be  interested  in  considering  the  possibility  of 
allowing  states  to  serve  additional  clients  if  they  could  do  so  without  increased  aggregate 
costs.  In  the  final  section  of  this  paper,  we  outline  a  method  by  which  the  formula  could 
be  modified  and,  at  the  same  time,  the  federal  government  be  given  reasonable  assurances 
that  massive  refinancing  of  already  existing  services  not  take  place. 


*  Utah's  application  was  ultimately  approved  after  its  formula  was  changed  to  indicate 
that  the  number  of  people  to  be  served  under  the  waiver  would  be  equal  to  the  number 
that  would  be  served  in  the  absence  of  the  waiver. 
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APPENDIX  E 

DETAILED  DESCRIPITONS  OF  SERVICES  REQUESTED  IN  2176  WAIVER  APPLICATIONS 


1.      Homemaker  Services 

The  regulations  describe  homemaker  services  as: 

general  household  activities  (meal  preparation  and  routine  household 
care)  provided  by  a  trained  homemaker  when  the  individual  regularly 
responsible  for  these  activities  is  temporarily  absent  or  unable  to 
manage  the  home  and  care  for  himself  or  others  in  the  home. 

This  definition  was  representative  of  the  majority  of  proposed  homemaker  services 
programs.  As  elaborated  by  Kansas,  typical  homemaker  services  "include  meal  prepara- 
tion, cleaning,  simple  household  repairs,  laundry,  shopping  for  food  and  other  routine 
household  care."  However,  Kansas  state  agency  personnel,  like  the  agency  personnel  of 
other  states,  perceive  other  functions  within  the  domain  of  the  homemaker  service.  In 
the  case  of  Kansas,  "Homemakers  also  act  as  informal  wellness  monitors  of  clients  by 
checking  on  the  client's  well  being  as  they  perform  their  chores." 

The  importance  of  homemaker  service  personnel  in  providing  ongoing  monitoring  of 
client  well  being  and  in  providing  guidance  and  direction  for  client  problems  is  generally 
recognized  either  explicitly  (in  the  application)  or  implicitly  (conveyed  through  interviews 
with  key  informants)  in  most  states  offering  this  service.  How  this  informal  monitoring  of 
client  condition  and  well  being  is  linked  with  the  formal  case  management  function  can 
have  a  substantial  impact  on  the  effectiveness  of  the  program. 

In  addition  to  the  identification  of  simple  health  monitoring  functions  for  home- 
maker  aides,  a  few  states  have  formally  combined  separate  waiver  services  into  a  more 
complex  homemaker  role.  For  example,  North  Carolina  has  developed  a  considerably 
more  extensive  homemaker/home  health  aide  service  which  includes  cleaning,  laundry, 
ironing,  money  management,  shopping,  menu  planning,  cooking,  client  observation,  and 
teaching  of  household  and  personal  care  skills.  West  Virginia  offers  a  similarly  extensive 
home-based  program  for  its  waiver  clients. 

On  the  other  end  of  the  spectrum  from  the  extensive  homemaker/home  health 
services  are  a  limited  set  of  housekeeping  or  "chore"  services  that  some  states  such  as 
North  Carolina,  Connecticut,  and  New  York  will  provide  under  the  waiver  plan.  These 
services  are  generally  targeted  to  persons  whose  needs  can  generally  be  fulfilled  by 
untrained  persons  providing  needed  physical  supports  to  frail  and  handicapped  persons. 
Significant  savings  are  effected  in  such  plans  through  the  utilization  of  personnel  at  a 
lower  wage  scale  and  with  less  training  and/or  expertise  than  homemaker/home  health 
aides  for  strictly  domestic  tasks. 

While  the  in-home  focus  of  homemaker  services  clearly  prevails  among  applications 
(i.e.,  aides  going  into  a  client's  personal  residence  to  provide  domestic  services  to  prevent 
the  necessity  of  long-term  care  placements),  Montana's  request  for  homemaker  services 
to  be  provided  within  long-term  care  facilities  was  also  approved.  Montana's  homemaker 
services  will  be  provided  within  non-Title  XIX  certified  facilities  to  which  residents  of 
Title  XIX  certified  facilities  are  being  transferred,  providing  resources  for  the  mainte- 
nance of  the  long-term  care  facilities'  physical  environment. 
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Homemaker  services  is  one  of  the  more  commonly  provided  services.  Sixteen  of  the 
26  states  with  approved  waivers  will  provide  it. 

2.  Home  Health  Aide  Services 

Only  eight  states  indicate  that  they  will  provide  home  health  aide  (HHA)  service 
under  the  waiver  program.  However,  this  may  have  more  to  do  with  their  existing 
program  than  a  feeling  that  this  service  is  not  necessary  or  useful.  That  is,  many  of  these 
states  already  include  HHA  service  in  their  Medicaid  program.  Among  programs  offering 
separate  home  health  aide  services,  there  was  little  variation  across  states  in  how  the 
services  were  defined.  Most  states  use  the  regulatory  definition  of  home  health  aide 
services: 

the  performance  of  simple  procedures  such  as  the  extension  of 
therapy  services,  personal  care,  ambulation,  exercise,  household 
services  essential  to  health  care  at  home,  assistance  with  medica- 
tions that  are  ordinarily  self-administered,  reporting  changes  in  the 
patients'  condition  and  needs  and  completing  appropriate  records. 

A  few  notable  exceptions  to  this  were  West  Virginia  and  Georgia,  which  developed  a  more 
skilled,  medical  variation  of  home  health  aide  services.  Their  definition  seems  to 
resemble  the  Medicare  definition  of  home  health  care. 

Service  variations  that  combine  home  health  aide  services  with  other  services  have 
already  been  mentioned  above.  In  another  variation,  some  states  have  defined  a  specific 
subpopulation  for  whom  home  health  aide  services  are  requested.  The  clearest  example  is 
that  virtually  all  states  requesting  home  health  aides  had  as  a  target  population  for  those 
services  persons  living  in  non-publicly  supported  residential  placements,  and  therefore 
these  services  are  predominantly  found  in  programs  for  elderly/disabled  clients.  However, 
one  state,  Kentucky,  outlined  an  "In-home  Support  Component"  that  included  home  health 
aide  services  to  allow  mentally  retarded  persons  not  only  to  avoid  ICF/MR  placements, 
but  to  avoid  all  forms  of  extra-familial  placement.  This  subpopulation  was  anticipated  to 
be  one-third  of  the  persons  served  in  the  first  year  of  Kentucky's  program  (the  other  two- 
thirds  would  be  living  in  extra-familial  "alternative  residences"). 

3.  Personal  Care 

In  the  Section  2176  regulations,  personal  care  services  were  completely  without 
definition  except  that  they  are, 

services  furnished  to  a  recipient  in  his  or  her  home  that  are 
prescribed  by  a  physician  in  accordance  with  the  recipient's  plan  of 
treatment  that  are  provided  by  a  qualified  person  who  is  not  a 
member  of  the  recipient's  family. 

Therefore,  most  states  provided  their  own  more  specific  definition  of  personal  care  when 
submitting  their  waiver  application.  However,  there  was  a  surprising  amount  of 
consistency  among  the  states.  Florida's  definition  is  generally  representative: 

Personal  care  refers  to  services  to  assist  the  functionally  impaired 
individual  with  bathing,  dressing,  ambulation,  housekeeping,  supervi- 
sion, emotional  security,  eating,  supervision  of  self-administered 
medications,  and  assistance  with  securing  health  care  from  appropri- 
ate sources. 
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North  Dakota's  waiver  describes  the  most  encompassing  set  of  "personal  care"  services  for 
mentally  retarded  clients,  including  numerous  homemaker,  home  health  aide  and  personal 
care  functions  among  its  four  areas  of  personal  care  —health  care  services,  self-care 
services,  environmental  support  and  safety  services,  and  community  support  services. 

While  personal  care  services  to  elderly  persons  are  generally  delivered  in  the  client's 
residence,  personal  care  for  mentally  retarded/developmentally  disabled  persons  is  almost 
exclusively  delivered  in  a  residential  setting.  Kentucky  is  somewhat  exceptional  in  its 
provision  of  personal  care/homemaker  services  as  part  of  its  set  of  "in-home  supports"  for 
mentally  retarded  people  in  their  own  homes.  (Kentucky  also  provides  such  services  to 
clients  of  its  residential  component). 

Eleven  states  will  be  providing  personal  care  to  clients  served  by  their  waiver 
programs.  Seven  will  provide  that  service  to  their  mentally  retarded  population  and  nine 
will  provide  it  to  their  elderly  population.  All  states  providing  home  and  community- 
based  services  for  mentally  retarded  clients  have  made  provisions  for  a  service  meeting 
Florida's  definition  of  personal  care,  although  several  did  not  specifically  refer  to 
"personal  care"  in  their  application.  Most  frequently  such  service  was  subsumed  under- 
residential  living  and  residentially-based  habilitation  programs  in  state  mental  retardation 
services  waivers. 


As  with  all  of  the  services  described  in  this  report,  at  this  point  it  is  unclear  how 
many  of  the  similarities  and  differences  among  states  regarding  service  definitions  are 
real  programmatic  differences  and  how  many  are  "paper"  differences.  It  is  hoped  that  the 
national  evaluation  of  the  2176  waiver  program  that  is  currently  being  developed  for 
HCFA  will  shed  light  on  this  and  other  issues  related  to  actual  program  design  and 
implementation. 

4.      Adult  Day  Health  Services 

In  its  regulations  for  the  Medicaid  waiver  program,  HCFA  provided  the  following 
definition  of  adult  day  health  services: 

both  health  and  social  services  needed  to  insure  the  optimal  function- 
ing of  clients  as  well  as  habilitation  services  suitable  for  the  care  of 
the  mentally  retarded  and  the  developmentally  disabled. 

The  most  distinguishing  characteristic  of  this  service,  as  reflected  by  the  various  state 
waiver  applications,  is  that  it  has  been  targeted  primarily  to  aged  and  disabled 
populations.  There  are  two  distinct  models  of  care  (one  social,  the  other  medical),  and 
unlike  most  of  the  other  seven  basic  services  it  is  provided  outside  the  place  of  residence. 

For  states  seeking  approval  of  non-institutional  services  for  elderly  and  disabled 
people,  Adult  Day  Health  Services  (also  referred  to  as  Adult  Day  Care,  Social  Day  Care, 
Adult  Day  Activity  and  Adult  Day  Rehabilitation  Services)  was  one  of  the  most 
universally  requested  services.  Of  the  19  states  requesting  waivers  to  serve  the 
aged/disabled  population,  14  requested  adult  day  health  services  in  their  waiver  requests. 
In  contrast,  only  seven  of  the  16  programs  targeted  for  mentally  handicapped  groups 
requested  that  service. 

Unlike  habilitation  services  to  be  discussed  subsequently,  day  health  care  services 
are  primarily  focused  on  maintenance  of  the  client's  level  of  independence  and  not  on  an 
improvement  of  that  level.  In  fact,  a  number  of  applications  set  or  imply  standards  of 
participation  that  include  the  assumption  that  these  services  have  minimal  rehabilitative 
emphasis. 
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While  adult  day  health  programs  are  generally  targeted  on  elderly  people,  they  vary 
in  the  subpopulations  served  and  hence  vary  in  the  nature  of  services  provided.  Some 
programs,  like  New  York's,  serve  primarily  a  social  function  with  relatively  limited 
medically  oriented  services  for  clients.  Other  programs,  like  Georgia's,  are  more 
medically  oriented,  including  additional  physical,  occupational,  and  speech  therapy  ser- 
vices as  indicated.  Louisiana  provides  both  medically  and  socially  oriented  programs. 

Rhode  Island's  medically  oriented  program  specifically  makes  ineligible  a  potential 
participant  if: 

...his  behavior  may  be  harmful  to  himself,  other  program  participants 
or  staff  members;  his  behavior  may  be  disruptive;  or  he  has  been 
institutionalized  in  a  mental  health  facility  within  the  past  three 
years,  or  his  primary  diagnosis  is  psychiatric  in  nature,  unless  his 
mental  health  condition  is  not  psychotic  and  has  stabilized. 

In  contrast,  Vermont's  day  activity  program  is  specifically  designed  for  persons  with 
mental  disabilities.  It  is  offered  as  an  alternative  to  the  day  treatment  services 
previously  provided  under  the  State  Medicaid  Plan.  Under  the  Vermont  program,  day 
activity  services  will  be  available  to  older  mentally  disabled  persons  in  lieu  of  the  more 
intensive  medical/therapeutic  day  treatment  program  previously  offered.  Though  not 
primarily  treatment-oriented  in  nature,  the  day  activity  program  would  be  required  to 
provide  professionally  monitored  services  including:  periodic  evaluation  of  general  health 
status;  monitoring  of  health  problems  that  can  be  managed  in  non-medical  settings; 
nutrition  services;  counseling  and  training  in  the  use  of  leisure  time;  and  assistance  with 
basic  activities  of  daily  living  as  necessary. 

Since  it  would  appear  that  states  exhibit  considerable  variation  in  the  nature, 
extensiveness,  and  type  of  client  served  by  adult  day  health  programs,  both  the  states  and 
the  federal  government  should  be  very  cautious  when  attempting  to  make  interstate 
comparisons  regarding  this  program  component.  However,  we  would  encourage  states  to 
carefully  evaluate  who  they  ultimately  serve  by  this  program  component  compared  to  who 
they  serve  with  their  home  delivered  services. 

5.      Habilitation  Services 

Habilitation  services  were  defined  within  the  waiver  regulations  only  as  "health  and 
social  services  needed  to  insure  the  optimal  functioning  of  the  mentally  retarded  or 
persons  with  related  conditions."  Therefore,  while  the  target  group  for  these  services 
may  have  been  fairly  well  delimited,  the  term  habilitation  was  provided  with  little 
specification  of  its  meaning.  Because  of  this,  one  would  expect  to  find  considerable 
variation  among  states  in  the  nature  of  their  "habilitation  services."  However,  this 
variation  was  not  as  great  as  might  have  been  expected,  probably  attesting  to  the  fairly 
standard  set  of  services  already  established  across  states  for  mentally  retarded-develop- 
mentally  disabled  clients.  This  is  in  sharp  contrast  to  existing  service  delivery  systems 
designed  to  serve  the  frail  and  functionally  impaired  elderly. 

West  Virginia's  definition  of  habilitation  services  was  typical  of  that  proposed  by 
most  states: 

Habilitation  is  the  process  by  which  the  staff  of  an  agency  assists 
individuals  to  acquire  and  maintain  those  life  skills  that  enable  them 
to  cope  more  effectively  with  the  demands  of  their  own  persons  and 
of  their  environments  and  to  raise  their  level  of  physical,  mental  and 


social  functioning.  Habilitation  services  include  training  in  indepen- 
dent living  skills,  special  developmental  education  services,  sensory 
motor  development,  and  behavior  intervention  and  modification,  all 
provided  by  trained  and  experienced  staff. 

Habilitation  services  are  clearly  the  core  set  of  services  provided  to  mentally 
retarded  populations.  Thus,  it  is  not  surprising  that  15  of  the  16  states  with  approved 
waivers  to  serve  this  population  have  requested  this  service. 

The  characteristic  that  distinguishes  habilitation  services  from  homemaker,  home 
health  aide,  and  personal  care  services  is  that  habilitation  service  is  designed  to  help  the 
client  acquire  or  maintain  the  ability  to  perform  these  tasks  for  themselves.  For  the  most 
part,  home  care  services  (homemaker,  home  health  aide,  and  personal  care)  are  designed 
to  actually  perform  the  task  or  help  the  client  to  perform  the  task. 

Two  types  of  habilitation  services  are  readily  evident  among  waiver  plans:  residen- 
tial facility  based  habilitation,  and  daytime  habilitation  programs  outside  the  living  unit. 
The  consistent  repetition  of  these  services  is  due  in  large  part  to  the  fact  that  in  every 
mental  retardation  waiver  application  all  or  a  large  proportion  of  the  target  population 
resides  in  24-hour  supervised  long-term  care  settings.  Therefore,  these  clients  tend  to 
share  a  similar  relationship  to  treatment  agencies  and  the  prevailing  treatment  philoso- 
phies. 

A  third  type  of  habilitative  service,  family-based  habilitation,  is  common,  but  is 
neither  universal  nor  comprehensive.  Nevertheless,  it  deserves  special  attention  because 
of  the  potential  cost-effectiveness  of  the  program  and  because  it  may  help  provide 
families  with  the  skills  necessary  to  maintain  mentally  retarded  clients  at  home  (natural 
or  foster).  Montana  provides  two  models  of  family  based  habilitation:  working  directly 
with  clients  and  working  indirectly  with  clients  through  the  family  members.  The  goal  of 
Montana's  "family  training"  is  to  assist  the  natural  or  foster  family  in  maximizing  the 
developmental  potential  of  their  child.  Two  specific  types  of  training  have  been  created 
for  this  purpose:  "family  focused,"  the  goal  of  which  is  "to  train  family  members  to 
become  primary  intervention  agents  for  their  child,"  and  "child  focused  training"  in  which 
"family  service  staff  trains  family  members  to  conduct  specific  skill  acquisition  or 
behavioral  intervention  programs  with  their  child. ..to  teach  the  child  new  skills  or  alter 
the  child's  behavior."  In  addition,  Montana  provides  in-home  services  that  work  directly 
with  clients.  This  "client  training  is  direct  training  by  family  service  staff  with  an 
individual  living  in  a  natural  or  foster  home  for  the  purpose  of  skill  acquisition  or 
behavioral  intervention."  Other  states  with  similar  programs  or  program  components 
include  Vermont,  Kentucky,  and  New  Jersey. 

6.      Respite  Care 

The  regulations  define  respite  care  as  a  service  that  is  provided  to  "individuals 
unable  to  care  for  themselves.. .on  a  short-term  basis. ..because  of  the  absence  or  need  for 
relief  of  those  persons  normally  providing  care."  Although  long  associated  with  programs 
for  developmentally  disabled  people,  the  service  was  requested  by  a  considerable  number 
of  programs  designed  to  serve  aged  and  physically  disabled  populations  as  well  as  mentally 
retarded  target  groups.  Seventeen  states  requested  the  service.  Eleven  of  them 
requested  it  for  their  aged  and  disabled  populations  and  twelve  of  them  requested  it  for 
their  mentally  retarded  target  group. 

States  differ  in  the  amount  and  duration  of  respite  care  they  offer,  the  kinds  of 
providers  authorized  to  provide  respite  care,  and  the  types  of  placements  authorized  for 
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respite  care  (e.g.,  licensed  respite  homes,  persons  who  provide  live-in  care  in  the  client's 
homes,  nursing  home  settings).  States  offer  a  variety  of  placements  through  which  out- 
of-home  respite  care  can  be  provided,  although  licensing  standards  exist  for  all  out-of- 
home  respite  care  facilities.  Most  states  provide  for  elderly  clients  to  be  served  in 
nursing  facilities.  In  addition,  a  number  of  states  utilize  private  foster  care  homes  for  the 
short-term  respite  care  of  elderly  people  (e.g.,  Kansas,  New  Jersey,  Minnesota).  West 
Virginia  provides  respite  care  within  established  Emergency  Shelter  Care  Homes  (Depart- 
ment of  Welfare  approved  and  annually  reviewed)  that  provide  care  for  a  maximum  of 
three  clients  at  any  one  time. 

Interviews  with  state  personnel  revealed  that  they  were  generally  more  sure  of  the 
potential  demand  for  respite  care  among  the  developmentally  disabled  population  than 
among  the  elderly.  Therefore,  it  was  not  surprising  to  find  statewide  respite  care 
programs  much  more  common  among  mental  retardation  waivers  than  those  for 
elderly/disabled  people. 

7.      Other  Services 

The  regulations  governing  2176  indicate  that  states  may  receive  authorization  to 
provide  other  than  those  basic  services  described  above  provided  the  requested  services 
are  adequately  described,  necessary  to  avoid  institutionalization  of  the  target  population 
and  cost  effective.  In  the  regulations  a  number  of  "other"  services  were  mentioned: 
nursing  care,  medical  equipment  and  supplies,  physical  and  occupational  therapy,  speech 
pathology  and  audiology,  and  minor  physical  adaptations  to  the  home.  As  shown  in  Table 
II-2,  these  and  a  wide  range  of  other  services  were  described  and  justified  by  states  in 
their  applications.  While  we  will  not  discuss  many  of  these  other  services  beyond  the 
definitions  given  in  the  footnotes  to  Table  II-2,  there  are  a  few  services  or  definitions  of 
services  that  would  be  useful  to  discuss. 

The  authority  to  make  minor  structural  modifications  to  homes  or  other  buildings 
central  to  maintaining  home  and  community-based  service  clients  in  non-institutional 
settings  was  requested  by  eight  of  the  26  states.  Examples  of  these  adaptations  include 
grab  bars  in  various  parts  of  the  bathroom,  wheelchair  ramps,  removing  or  widening  doors 
to  facilitate  wheelchair  movement,  replacement  or  repair  of  steps  or  floors  to  remove 
physical  hazards,  and  installing  smoke  alarms.  Most  of  these  programs  are  specifically 
focused  on  the  homes  of  elderly  or  disabled  persons.  However,  Oregon  broadened  the 
definition  of  "home"  to  include  group  living  arrangements  for  developmentally  disabled 
people. 

In  addition  to  "housing  improvement  services"  to  modify  a  client's  present  living 
quarters  in  a  way  that  allows  him/her  to  remain  in  those  quarters  New  York  provides  a 
unique  service  to  assure  adapted  living  space  to  its  clients.  This  service,  "moving 
assistance,"  makes  funds  available  to  relocate  persons  from  quarters  that  are  not  adapted 
to  their  physical  needs  to  ones  that  are. 

New  York  has  requested  wide  authority  to  modify,  maintain  and/or  locate  environ- 
ments in  which  clients  can  live  with  some  level  of  independence.  However,  at  least  on 
paper,  they  place  restrictive  requirements  on  the  authorization  of  such  services.  The 
general  conditions  placed  on  these  services  are  that  they  are  ones  that  the  client  cannot 
provide  for  himself/herself  and  that  "no  other  relative,  landlord,  community 
volunteer/funding  agency  or  third  party  payor  is  capable  of  or  responsible  for"  and  that 
Department  of  Social  Services  authorization  be  obtained  prior  to  service  provision. 
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A  number  of  states  (New  York,  Kansas,  Colorado,  and  Utah)  specifically  requested 
authorization  to  provide  emergency  response  systems  for  clients  where  appropriate.  As 
described  in  the  New  York  application,  this  is: 

an  electronic  device  which  enables  a  high  risk  patient  to  secure 
immediate  help  in  the  event  of  a  physical,  emotional,  or  environmen- 
tal emergency.  This  system  is  connected  to  the  patient's  phone  and  is 
programmed  to  signal  the  Response  Center  once  a  "help"  button  is 
pressed.  The  patient  wears  a  portable  "help"  button  to  allow  for 
mobility.  In  the  event  of  an  emergency,  either  button  is  pressed,  the 
signal  is  received  by  the  Response  Center,  which  is  manned  by 
trained  professionals  and  a  series  of  actions  takes  place. 

New  York's  rationale  statement  also  notes  that  such  a  device  can  serve  to  eliminate 
the  need  for  extensive  on-site  supervision  usually  provided  by  a  home  attendant.  The  use 
of  these  devices  may  prove  to  be  particularly  cost-effective  for  the  frail  elderly 
population  living  alone. 

In  addition,  a  few  states  specifically  requested  as  "other"  services  functions  that 
were  needed  to  round  out  the  complete  program  they  wished  to  provide.  For  example,  a 
few  states  requested  certain  physician  services  (not  allowed  under  the  State  Medicaid 
Plan),  especially  to  be  used  in  interdisciplinary  planning  and  routine  check-ups.  Similarly, 
dental  and  optometric  services  of  a  routine  nature  were  requested  for  mentally  retarded 
persons  in  residential  settings  in  South  Dakota. 

Kansas  and  Utah  were  the  only  states  to  request  either  home-based  or  special 
facility-based  "hospice"  care  of  terminally  ill  persons  and  their  families.  Medical, 
nursing,  counseling  and  case  management  services  are  available  to  patients  and  their 
families  whether  the  care  is  at  home  or  in  a  center.  It  will  be  interesting  to  see  whether 
patterns  of  care  for  terminally  ill  patients  in  Kansas  and  Utah  under  the  hospice  program 
differ  from  those  of  other  states.  It  will  also  be  interesting  to  see  how  this  program  will 
relate  to  the  new  Medicare  hospice  benefit. 
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